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ACCIDENTS AND COMPLICATIONS OF 
HERNIA.* 
Report OF SOME INTERESTING CASES. 
A. A. Kerr, M.D., 
Salt Lake City. 





The most common accidents and complications 
of hernia are inflammation, incarceration, strangu- 
lation, obstruction of the bowels and gangrene. 

Owing to the peculiar anatomic conditions per- 
mitting hernias, traumatic inflammations due to a 
devitalization of the tissues are liable to occur. The 
tissues may be infiltrated and thickening of the 
hernial sac may be produced by the long continued 
use of a truss. The fascia may become very atten- 
uated from stretching. 

In some patients with fat, pendulous abdomens 
very marked thinning of the fascia with diastasis 
of the recti muscles may occur. 

Kelly says every grade of inflammation is pos- 
sible. At times the process is so mild and chronic 
that the hernial contents become adherent without 
special symptoms—some hernias undergoing spon- 
taneous cure through the process of chronic inflam- 
mation. 

At times the inflammation occurs in mild acute 
attacks in which the patient suffers pain and ten- 
derness in the hernia region. 

Such attacks may follow excessive or unusual 
exertion which produce circulatory charges within 
the sac or causes increased irritation by the truss, 
or they follow external violence. 

IrREDUCIBILITY. Mild acute attacks of inflam- 
mation of a hernia generally subside without special 
treatment and with no appreciable gross change 
in the rupture, but permanent adhesions may form 
and result in irreducibility. 

The volume of the contents of the sac may be- 
come too great to permit its return through the 
neck of the sac. . 

The omentum is the organ that most frequently 
becomes irreducible. Sometimes for years a sec- 
tion of omentum may occupy a hernial sac and be 
perfectly reducible, when a slight inflammatory 
change causes the lumen of the sac to become so 
small that the omentum cannot be replaced. Any 


*Read before the Western Surgical Association, December, 1912. 


pressure on the hernial ring tends to shut off the 
venous flow and cause an acute or chronic passive 
congestion, thus augmenting the hernial contents. 

The natural increase in size of the omentum inci- 
dent to advanced life often interferes with its re- 
duction (Kelly). 

Tumors of the mesentery have caused the same 
result. 

In children hernias rarely become irreducible. 
Femoral hernias are more difficult of reduction than 
inguinal. 6 

Frequently the conditions of inflammation and 
irreducibility are present interacting and resulting 
in strangulation. 

Strangulation is produced when the compression 
in the hernial ring or at the mouth of the sac is 
such as to entrap the contents of the hernia and 
cause blood stases. The strangulation is often tem- 
porary and by proper measures may be quickly re- 
lieved, but unheeded the tendency is to become 
more serious and may result fatally. On the con- 
tents of the hernia in a measure depend the rapid- 
ity and seriousness of the process; but no definite 
rule can be formulated; for an intestinal strangula- 
tion may at times extend over a period of several 
days without serious injury to the bowel while an 
omental strangulation may rapidly lead to infarct, 
necrosis infection and death. 

The mechanism of strangulation may be either 
an elastic constriction or a sudden increase of the 
fecal contents of the herniated loop of intestine. 
The unusual pressure at the neck of the sac may 
cause complete stases of the circulation and ane- 
mic infarct of the hernial contents." Venous stasis 
is, however, usual at first. Transudation of serum 
follows, necrosis of the tissues may result and if 
the contents be intestine, perforation may be pro- 
duced, resulting in a fecal fistula. Septic peri- 
tonitis and death may result from extension of the 
inflammation to the peritonital cavity. 

Symptoms of intestinal strangulation:—Pain, 
sudden in its onset, with some preceding unusual 
violent muscular strain, is the most common symp- 
tom. Swelling follows and the patient is unable to 
reduce the hernia. Nausea, eructation and vomit- 
ing soon supervene. Fecal vomiting may occur if 
the obstruction is low in the intestinal tract. No 











245 AMERICAN 


JouRNAL oF SuRGERY. 


Kerr—HERNIA. 





Jury, 1913. 





flatus or feces are passed ‘per rectum, although, of 
course, enemas may wash out fecal matter below 
the obstruction. 

Manipulation of the hernia may cause severe 
pain, owing to the tense oedematous swelling or the 
complicating inflammation. 

At times there is nausea without vomiting; con- 
siderable quantities of mucous and feces may be ex- 
pelled when there is local inflammation of the 
hernia. 

The pulse grows small and its rate increases; 
the temperature may rise or it may be sub-normal. 
The secretion of urine may be diminished and com- 
plete suppression may be the cause of death. 

Strangulation according to Berger is about 
twice as frequent in the female as in the male. In 
children, strangulation is rare and treatment by 
taxis is usually successful. 

Occasionally in strangulated hernia only a por- 
tion of an intestinal segment becomes involved. In 
such cases the symptoms may be severe pain with 
nausea and vomiting, but the intestine not being 
completely obstructed, may respond to cathartics 
and enemata. 

This class of hernia occurs most frequently 
(Kelly) in the femoral obturator region. 

Tuberculosis of the hernia sac is rare. Carci- 
noma of the hernial contents has been described. 

Hemorrhage from the bowels may follow the re- 
duction of a strangulated hernia. 

Intestinal obstructions due to adynamic ileus fol- 
lowing an operation for strangulated hernia may 
occur. With the modern method of post opera- 
tive treatment, e. g., the use of the Fowler position 
and entero-clysis with the drop method of physio- 
logical salt solution, this complication is prevented 
or its frequency minimized. 

Inflammation of the omentum sometimes follows 
operation for strangulated hernia. This may cause 
a hard abdominal tumor which slowly disappears 
or may suppurate. 

Infected thrombi from the mesentery of the gut 
may be carried to the lungs and cause septic pneu- 
monia. 

The transverse incision for umbilical hernia as 
devised by the Mayos, by lessening the tension in 
the wound diminishes the chances of post-opera- 
tive pneumonia as the patient can breathe more 
deeply without pain, thus expanding the air cells 
of the lungs. 

The importance of this has been emphasized by 
the late Von Mickulicz and J. B. Murphy. 

Crossen states that such structures as the ovary, 





Fallopian tube, uterus and even the pregnant uterus 
have been found in an inguinal hernia. 

Pregnancy complicated with vaginal hernia re- 
quires careful handling. 

Dr. M. R. Stewart, of our staff, recently oper- 
ated on two cases of right inguinal hernia compli- 
cated with unilateral cryptorchism. Another of his 
cases of strangulated inguinal hernia necessitated 
the resection of a foot of intestine. He used a 
Murphy button for anastomosis of the bowel. Re- 
covery was uneventful, the button being passed in 
seven days. 

That a portion of the urinary bladder some- 
times is included in the contents of an inguinal 
hernia is a well known fact. Kiliani states (Annals 
of Surg., Vol 36), that this complication exists in 
one to two and one-half per cent of cases. Becker, 
of Braun’s clinic, met with it in 30 per cent of cases 
of very large hernia. 

In one of the surgical clinics of Chicago recently 
a patient was operated for inguinal hernia. The 
bladder was unintentionally injured and not being 
recognized was not sutured. Peritonitis resulted 
and the case terminated fatally. 

A gangrenous appendix is sometimes found in a 
right inguinal hernia. Such a case occurred in the 
surgical service of Dr. Union Worthington. 

Recurrence after operation depends on various 
factors, e. g., incomplete removal of the sac, the 
method of fixing the stump of the sac; but most 
of all sepsis in the wound. 

Bloodgood shows that in Halsted’s clinic there 
were but 3 per cent of returns in hernia cases heal- 
ing by primary intention, while in suppurating cases 
there were 20 per cent of recurrences. 

REPORT OF CASES. 

Case 1. Mrs. H., age 54; American, widow, 
mother of nine children. Very fleshy, weight about 
200 Ibs. 

Family history: Father died at 60 years of age 
from cancer of the stomach; mother died at 40 
from effect of post-partum hemorrhage; three 
brothers living; one sister died of puerperal sep- 
sis at 29 years of age; another died of some pelvic 
trouble at 30 years of age. 

Personal history: Health good up to time of 
marriage at 17 years of age; mother of nine chil- 
dren, last baby still-born. 

Present trouble: At the birth of her first child 
she noticed a small swelling in the region of the 
umbilicus. This gradually increased in size until 
it became as large as a new-born child’s head. 
She had consulted several physicians at various 
times, but although she suffered severely at inter- 
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vals when the hernia became partially incarcerated, 
she refused operation for several. years. On sev- 
eral occasions I-replaced the hernia. When seen 
(August, 1907) the surface of the skin over the 
hernia was ulcerated and infected. The tumor- 
like hernia could not be replaced in the abdomen. 
She consented to operation, which was performed 
(August, 1907), Mayo’s technic for umbilical 
seid being used. 

A ten-inch transverse elliptical incision was made. 

Result: There was.some breaking down of the 
fatty tissue. Good union, however, later occurred 
and complete cure. Patient now is in excellent 
health and is able to do a hard day’s work. The 
scar is contracted to six inches. 

Case -2. STRANGULATED UMBILICAL “HERNIA. 
Jan. 10, 1912. 

Mrs. P., age 58; nativity, Swedish; occupation, 
housewife ; very stout, short and fleshy; weight, 180 
lbs. 

Family history: Negative. 

Personal history: Health good up to time of 
marriage; married at twenty-seven; mother of. five 
children. 

During her fourth pregnancy at about the 
seventh month she suffered from a fall and an 
umbilical hernia developed. It was at first about 
the size of a walnut. During the last two years 
it became enlarged until it became about three and 
one-half inches in diameter. During the last year 
she suffered at intervals with severe pains in the 
region of the hernia. 

When I saw her about noon, Jan. 10, 1912, she 
had been suffering three days; she had an anxious 
expression, severe abdominal pain, distention of the 
bowels and eructed gas having a fecal odor from 
the stomach. I advised immediate operation. She 


was taken to Judge Mercy Hospital and operated 


on at 4 p. m., Jan. 10, 1912. 

A transverse elliptical incision was made about 
eight inches long surrounding the umbilical her- 
nia, a mass of omentum and fat weighing about 
two pounds being removed. The operation was 
completed according to Mayo’s technic—a loop 
of small intestine about four inches long was com- 
pressed and partially strangulated. As the bowel 
responded slightly to the application of normal salt 
solution a resection of the gut was not considered 
necessary. 

Result: Patient was severely ill for 48 hours, 
suffering considerable shock, but after that rapidly 
recovered and left the hospital in two weeks— 
entirely well. 


JournaL oF SuRGERY. 





Case’ 3. “Empyema oF RicgHtT FemMoraL HER- 
NIA SAC. 

Mrs. K.; woman about 38 years of age, referred 
by Dr. Noonan. — 

Symptoms: Pain and tenderness in the right 
Scarpas triangle. Gave a history of right femoral 
hernia. 

Operation Jan. 9, 1912. Removal of sac; anchor- 
ing of stump of sac and drainage—result, re- 
covery. 

Case 4. Man, age 74; married; occupation, pri- 
vate secretary. 

Family history: Father lived to 76 years; 
mother died at 90 years. Two brothers and four 
sisters; with the exception of two, all lived to old 
age. 
Personal history: During the last year of the 
Civil War a horse fell on him and crushed him, 
resulting in bilateral inguinal hernia; he wore a 
truss for about thirty years. At times the her- 
nias became excessively large and difficult to re- 
place. The left rupture was about the size of a 
large grape fruit; the right hernia was somewhat 
smaller and was complicated for about twenty 
years with a hydrocele of the tunica vaginals testes. 

During the last year (previous to operation) he 
had retention of urine and on several occasions 
complete urinary obstruction due to a complicat- 
ing enlargement of the prostate gland. 

For a number of years he refused operation, 
believing his condition too severe to justify surgi- 
cal intervention, until finally, on account of the 
complete urinary obstruction, it became impera- 
tive in order to relieve his extreme suffering and 
save his life. 

Briefly, his operation was as follows: (Asso- 
ciated in operation were Dr. H. S. Scott and Dr. 
Tyree.) (1) External perineal urethrotomy to 
afford temporary relief from the complete urinary 
obstruction. (2) A few days later did a bilateral 
herniotomy (Halsted’s technic) under spinal 
anesthesia and tropococain. (3) Complete peri- 
neal prostatectomy (Young’s technic modified). 
Spinal anesthesia with tropococain. 

Result: Complete cure of both hernias and re- 
lief of urinary obstruction. 

Later history: About a year later (Dec. 4, 
1912), patient was stricken with left hemoplegia, 
due, in my opinion, to a hemorrhage in the brain 
induced by arteriosclerosis and high blood pres- 
sure. The paralysis has so far improved that the 
patient is able to walk around and is fairly com- 
fortable. 
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Case 5. Mrs. M., age 43; American-Minn.; 
height, 5 feet 4 inches; weight, 185 Ibs. 

Family history: Father living, aged 70, in good 
health. Mother died at 39 years of paralysis. 
Five brothers and three sisters, all well. 

Personal history: Health good up to time of 
birth of first child at 17 years of age (ten months 
after marriage) ; forceps delivery. 

Two and a half years later perineum was badly 
torn at birth of second child. Twelve years ago 
was operated in Great Falls, Mont. Perineum re- 
paired and cystic tumor of left ovary removed and 
round ligaments shortened. This operation was 
followed a month later by a ventral hernia. There 
had been no suppuration, but the patient had suf- 
fered much from nausea and vomiting. About 
two years later an umbilical hernia developed. 
The umbilical hernia ring was about three-quarter 
inch in diameter. About six years ago both the 
hernias were operated at Rochester, Minn., where 
the patient was in hospital twenty-seven days; 
wound healed by primary union. 

About four months later the hernias recurred, 
although the patient had worn a supporter. 

About five years ago I first saw the patient. She 
was then suffering from a ventral and an umbilical 
hernia. She suffered severely at times from in- 


ability to replace the ventral hernia. 


Two years ago she was admitted to Judge 
Mercy Hospital, where I operated her again. At 
this time there were three hernias, one umbilical, 
about one inch below a small ventral hernia and a 
larger ventral hernia in the lower angle of the 
previous operation. 

The umbilical was operated by a transverse 
elliptical incision and the ventral by a vertical in- 
cision. 

There was sotne necrosis of the fatty tissue fol- 
lowing the operation. Kockers’ method of treating 
the sac was used in one of the hernias. There was 
considerable difficulty in relieving the tension in 
the lower portion of the vertical incision owing to 
the excessive amount of scar tissues and the great 
amount of intra-abdominal pressure due to fatty 
tissues. 

Result: Relief from the partially incarcerated 
condition of the ventral hernia and cure of the um- 
bilical and upper ventral hernias. The patient 
wears a corset to support the lower part of the ab- 
domen and the weakened abdominal wall and is re- 
lieved from her abdominal pain. 

REFERENCES. 
Kelly and Noble—Operative Gynecology. 
Kockers’ Operative Surgery. 


Senn’s Practical Surgery. 

Keen’s Surgery. 

Rose and Careless—Practical Surgery. 

Bryant and Buck’s Operative Surgery. 

Annals of Surgery, Vol. 36. 

Jacobson and Steward—The 
Surgery. 
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A RADICAL TREATMENT OF INGROWN 
TOE-NAIL. 


T. L. Deavor, M.D., 
Syracuse, N. Y. 


The term “ingrown toe-nail” is not scientific, 
but has become popular through long usage. It is 
supposed that the nail actually grows into the soft 
parts, causing pain and distress. This, however, 
does not happen in very many instances. If one 
will observe several hundred patients, a great many 
will be found to have nails that are thick, hard and 
markedly curved, their edges lost in the fold of. 
skin about the toe, yet causing no pain or discom- 
fort. Again, there will be individuals in whom 
the nails are comparatively normal in shape and 
appearance, but in whom the symptoms of ingrown 
nail are so distressing as to call for active treat- 
ment. The true condition, therefore, is really one 
of individual tendency of the soft parts to become 
inflamed, rather than abnormality of the nail. 

There is no minor condition more troublesome 
than the so-called ingrown toe-nail, or “lateral 
onychia.” Its effect upon the nervous system and 
the disposition of the patient is well known to 
everyone. The shoe is uncomfortable, probably 
too tight, no position is restful because of the dull, 
nagging, irritating pain. 

There are many lines of treatment for ingrown 
nail, and each one has in it some commendable fea- 
ture. (1) Scraping of the upper surface of the 
nail to thinness, in the hope that its edges may be 
lifted out of the groove in the painful, inflamma- 
tory soft parts. The procedure is practised by the 
laity, with considerable relief. The final results 
are not wholly satisfactory. (2) Clipping the nail 
squarely across the end, to prevent the soft parts 
from growing up over the corners. This line of 
treatment is unwittingly carried out by a great many 
persons. It is logical, but usually disappointing. 
(3) The anterior border of the nail is often notched, 
with some degree of satisfaction. Like the first 
method, above referred to, the effect is to weaken 
the dorsum and relieve pressure at the edges. 
Sometimes helpful. (4) Elevation of the nail bor- 
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der by the introduction of cotton or tinfoil—a 
painful but somewhat valuable method of treat- 
ment. Palliative, but not usually curative. (5) 
Removal of the soft parts, healthy and diseased, 
down to the margin of the nail (Cotting). Cura- 
tive in many cases. (6) Excision of diseased 
tissue, and removal of half the nail (Anger), or 
with destruction of the matrix (Dowd), closing 
the wound with stitches. Many good results fol- 
low this operation. (7) Application of adhesive 
plaster in such a manner as to draw the soft parts 
away from the nail (Park). Occasionally efficient. 
(8) Miscellaneous applications,—caustics, ferric 
chloride, powdered lead nitrate. 

Mild cases come and go, requiring little or no 
attention. Running barefooted will often cure 
them, especially in children. Persons confined to 
bed with a broken leg will frequently be well of an 
ingrown toe-nail by the time the fracture is united. 
Certain occupations, as mining, dredging or ex- 
cavating, in which the feet are wet much of the 


Figure 1 Figure 2 Figure : 
time, and exposed to the irritating effects of lime 


and gravel, must be taken into consideration. Rest, 


cleanliness and properly fitting shoes are essential.’ 


Two-thirds of the cases seen will yield to one of 
the more simple methods of treatment. The re- 
maining third will require the care suited to invet- 
erate cases. 

Believing that there is an individual suscepti- 
bility on the part of certain persons to develop in- 
flammation of the soft tissues about the nails, and 
that the condition will continue to recur as long 
as the nail is present, regardless of its exact shape 
or consistency, I have for some time past been re- 
moving the entire nail with complete destruction of 
its matrix, so that return of the nail is impossible. 
The results have been excellent. 

Cocaine anesthesia may be satisfactory. Ether 
is far better. Chlotoform has proven disastrous 
in this particular work, and should be used with 
caution; death from chloroform during so simple 
an operation as that for ingrown toe-nail, makes a 
lasting impression. 

After careful preparation, a V-shaped section is 


excised from the region of the root, and the soft 
parts turned back in all directions, exposing the 
limitations of the nail. (Fig. 1.) The nail is re- 
moved. Then by cutting and scraping, the nail bed 
is cleared of all tissue, diseased or not, down to the 
periosteum, so that every vestige of the root and 
matrix, with the transition cells about the nail bed 
are destroyed (Fig. 2). The toe is dressed anti- 
septically and allowed to heal. By the use of ap- 
propriate lateral incisions about the phalanx, and 
tight bandaging, the soft parts may be brought 
together so that when healing is complete, the area 
formerly occupied by the nail will be greatly re- 
duced in size (Fig. 3). The nail bed finally de- 
velops a fibrous covering which has all the protec- 
tive qualities of a nail, without tendency to irrita- 
tion. A mild amount of suppuration is to be looked 
for in most cases. There should be no sequel. 





DISEASES OF JOINTS AND BONE 
MARROW. 
LeonarpD W. Ety, M. D., 
DENVER. 


(Continued from the June Number.) 
CONSERVATIVE TREATMENT. 

This consists of immobilization by “braces”, plas- 
ter of Paris dressings, etc., and of certain other meas- 
ures in addition, that may be adopted to meet special 
indications. Whatever form of appliance be used, 
it should fulfil two indications—it should prevent 
deformity and should deprive the joint of function. 
All deformity should be reduced before the appa- 
ratus is applied, by rest in bed with traction, by 
manipulation under ether, or by the application of 
several plaster bandages at intervals, correcting the 
deformity a little at a time. The second method 
should be done very carefully for fear of aggravat- 
ing the disease. No patient should ever be sent 
to the brace-maker with the instructions to get a 
brace. To do this is to turn over to a mechanic 
the duties of the surgeon—duties the mechanic is 
not fitted to perform. If the surgeon be unwilling 
to prescribe the exact form of brace to be used, and 
to supervise its application, he should use plaster 
of Paris or refuse to treat the case. No practi- 
tioner would think of turning over the conduct of a 
case of pneumonia or appendicitis to the apothecary, 
but unfortunately the other error, just as bad, is 
quite a common one. 

A brace is a metal splint fastened on with straps 
and buckles, and sometimes reinforced with felt, 
celluloid, etc. It is an excellent means of treat- 
ment, if accurately fitted and carefully planned. It 
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must be as light as is consistent with strength, and 
must be comfortable. A child will usually loosen 
the apparatus if he can, and the problem of prevent- 
ing this is often a difficult one. 

Plaster of Paris dressings are seviceable, effica- 
cious, and, with a little practice, fairly easy to ap- 
ply. They should fit snugly, but not too tightly, 
should reach well above and below the diseased 
joint, and should be as heavy as is necessary to with- 
stand the strain to which they are exposed, but no 
heavier. A dressing for the knee should reach 
from the perineum to the malleoli; for the hip, from 
the waist to the knee; for the ankle, from the knee 
to the toes, etc. In other words the plaster must 
have a suitable leverage. Bony prominences should 
be carefully padded. Padding is not necessary over 
muscle bellies. If a tight seamless shirt or stock- 














Fig. 31. 

Grand Calot Jacket, an excellent dressing for high thoracic, or 
for cervical Pott’s disease. 
ing (stockinette shirting) be put on the limb be- 
fore the plaster be applied, the comfort of the pa- 
tient will be subserved. A “scratch bandage” is a 
strip of linen or cotton next the skin run longitudi- 
nally under the shirting, which is drawn up and 
down daily to keep the skin in condition. 

Fine dental plaster is used in making the ban- 
dages, and a brand of crinoline made up with starch 
but not with glue. With good materials the plaster 
sets quickly, and no salt in the water in which the 
bandages are soaked is necessary or a‘lvisable. 

When the joint is immobilized it should be put 
up in the position most favorable for function if 
ankylosis ensue—the hip in extension and slight 
abduction, the knee in full extension, the ankle and 
elbow in right-angled flexion, the wrist in slight 
superextension. 





When treatment by apparatus is begun it should 
be continued without intermission until the disease 
is cured. Then it should be gradually discontinued, 
while the joint is carefully watched. First the ap- 
paratus is left off at night, then for one or two 
hours a day, etc. 

Some surgeons prefer braces, some plaster of 
Paris. My personal preference is strong -for the 
latter, when it can be used. It leaves nothing to 
the intelligence or care of the patient or of his pa- 
rents except to watch for excoriations under it. 
These are manifest by a foul odor, and demand the 
immediate removal of the dressing. Plaster of 
Paris fits more exactly than can any brace, and can- 
not be removed without the knowledge of the sur- 


geon. 
Tuberculin Treatment. The general consensus 











Fig. 092. 
Grand Calot Jacket—side view. 


of opinion seems to be that this is not of great value 
in joint tuberculosis. 


“Bier Treatment”, Passive Hyperemia. 
“Stauungshyperaemie” some years ago enjoyed 
quite a vogue, but seems not to have held its own. 
Some authorities still advocate its use, and in cer- 
tain instances we may think it worth a trial’. 

Treatment by Injections. The gamut has been 
run on all sorts of materials injected into tubercu- 
lous joints. Their employment does not seem ra- 
tional. Nothing we can inject into a joint will pro- 
duce any direct effect upon tubercles in the marrow 
or in the substance of the synovial membrane, or 
upon dead bone and cartilage. These injected sub- 
stances may possibly act, however, as irritating the 


1 Bier. Hyperaemie als Heilmittel. Leipzig. F. C. W. Vogel, 


1907 : 
Klapp, Archiv fiir klinische Chirurgie, 1906, LXXX, 42. 
Ely, Surgery, Gynecology & Obstetrics, January, 1910. 
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joint tissues, and so inducing the production of 
fibrous tissue. Any sterile, non-poisonous substance 
will serve about as well as another. 

RADICAL TREATMENT. 

In almost every instance our object is to destroy 
function, and the simplest and easiest way to de- 
stroy function is by a resection. We do not at- 
tempt to remove all the tuberculous tissue, for we 
know that usually this is quite impracticable and 
unnecessary. We remove just enough of the ends 
of the bones to secure apposition of bare bone to 
bare bone, and then aim at bony union and healing 
of the wound by first intention. Given bony union 
without a secondary infection, the tuberculous dis- 
ease is ended. Wire nails, screws, pegs, etc.; have 
all been advocated in resections, but do not seem 
necessary. The bone ends can be held in apposition 





Fig. 33. 
Ordinary plaster of Paris jackets. 


by the external plaster of Paris dressing, and the 
fewer foreign bodies we put into the wound, the 
less danger there will be of secondary infection. 


This rule has a few exceptions. In disease of the. 


carpus and tarsus no operation can be done that 
will cause the necessary change in the synovia and 
marrow. Therefore, unless we can get the case in 
the very earliest stages and remove the diseased 
carpal or tarsal bone before invasion of one the 
extensive synovial membranes, we shall be obliged 
to resect the entire wrist or tarsus. If once a sec- 
ondary infection takes place in these joints an ampu- 
tation will almost certainly be necessary. 

Tuberculosis of the finger or toe joints in an adult 
is best treated by amputation. 

In the hip we can cure the disease by producing 
an ankylosis (Albee’s operation’), or by removing 


1 Albee, Surgery, Gynecology &: Obstetrics, March, 1910. 


just enough of the head of the bone to produce a 
dislocation. In either case the joint is destroyed. 
The former operation gives a result better for walk- 
ing, the latter for sitting. A moment’s considera- 
tion will teach the utter futility of attempting to re- 
move all the tuberculous tissue from this joint. To 
do so would necessitate the removal of the entire 
acetabulum and a large part of the ilium. 

In the elbow one of two results is sufficient for 
cure, namely, bony ankylosis or a fibrous union of 
the bone ends. 

The Spine. The problem here presented has un- 
til recently been too difficult for solution. The tu- 
berculous disease, located anteriorly, in the bodies 
of the vertebrae, destroyed these in whole or in 
part, together with the intervertebral discs. To 
eradicate the diseased tissue is impossible, and ope- 
rative attempts to do so simply made matters worse 
by carrying in a secondary infection. The opera- 
tion of Albee* and that of Hibbs* promise good re- 
sults, however, for they are founded on sound 
pathological principles. Both authors ignore the 
tuberculous disease in the bodies of the vertebrae, 
and direct their attention to securing a bony splint, 
by operations upon the spinous processes. Albee 











Fig. 34. 

Apparatus for applying plaster spica. From left to right, Schultze 
pelvic rest, author’s pelvic rest, head and shoulder rest. On the 
last is leaning a Lorenz stirrup for incorporation with the plaster, 
when the limb is to be deprived of weight bearing. 


splits the spinous processes of the diseased verte- 
brae, and of one or two above and below, and in- 
serts in the interval a piece of the patient’s tibia 
covered with its periosteum, sewing the wound up 
over the graft. The graft unites with the raw sur- 
face of the split spinous processes, and forms a 
bony splint. 

Hibbs fractures the spinous processes, turning 
each one down on the fractured base of the one be- 
low. 

ABSCESSES. 

Our great concern in the treatment of a cold or 
tuberculous abscess is to keep it from becoming in- 
fected. Inasmuch, therefore, as we know that it 





2 Albee, Journal of the A. M. A., 1911, LVII, 885; N. Y. Medical 
Journal, 1912, XCV, 469. 
3 Hibbs, Journal of the A. M. A., 1912, LIX, 433. 
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will frequently be absorbed and disappear, if it be 
small, deep-seated and symptomless we let it se- 
verely alone. If larger, or more superficial, or if 
it cause pressure symptoms, it must be attacked, but 
in such a manner as to avoid secondary infection. 
In spite of our efforts abscesses in the more super- 
ficial joints will rupture sooner or later almost in- 
variably. 

Now, we have learned that there are seldom if 
ever any tubercles in the walls of a cold abscess, or 
anything else that needs removal. Therefore, we 
need not scrape the walls, or interfere with them in 
any way. Our sole object in interference is to let 
out the contents without carrying in an infection. 
Continuous drainage instead of previding for the 
exit of tuberculous tissue, really provides for the 
entrance of pus germs. The best treatment for a 





Fig. 35. 


Short plaster of Paris spicas for ambulatory treatment of hip 
joint disease. Note the excellent general condition of the children, 
and the absence of muscular atrophy in the affected legs. For an- 
terior view of spica see chapter on acute arthritis. 


tuberculous abscess is to attack it when it reaches 


any considerable size or approaches the surface. It - 


should be aspirated, and, when it fills up again, it 
should be aspirated again. After a few repetitions 
of the operation the abscess will usually cease to 
fill. A bottle aspirator is advisable to prevent the 
entrance of air. On account of the flocculi, and 
shreds of necrotic tissue, a very large aspirating 
needle is necessary. 

Having emptied the abscess what shall we do 
next? Various authorities have recommended the 
use of injections of many different substances— 
bismuth paste, iodoform in vaseline or in ether. 
carbolic acid, etc.—for their effect on the tubercles 
in the abscess wall, but, as there are no tubercles in 
the wall, and as none of these substances has been 


proved to have any effect on the tubercles if they 
were there, we shall maintain an attitude of scepti- 
cism, and use empirically whichever we choose, or 
shall discard all, and simply apply gentle equable 
pressure with our sterile dressing. 

Bier and Klapp recommend for the treatment of 
these abscesses, small incisions and subsequent cup- 
ping. 

The psoas abscesses of Pott’s disease should be 
attacked in the iliac region, before they make their 
way down into the thigh. The abscess can be dis- 
tinctly palpated. It pushes the intestines upward, 


and is usually tapped at a point about one inch in- 
ternal to the anterior superior spine, and one inch 
below it. 

Postpharyngeal abscesses should never be opened 
through the mouth on account of the — cer- 


Fig. 36. 
_Hip splints, ordinary traction brace on left, 
right. 


tainty of secondary infection. They are best at- 
tacked from the side of the neck. 
INFECTED ABSCESSES. 

If we can conquer the secondary infection, we 
can often heal up the abscess. Following out Beck's 
idea! we inject the cavity with some form of paste, 
but as a number of fatalities has been reported from 
bismuth paste, we shall do well to omit the bismuth 
ingredient. Blanchard?, of Chicago, recommends 
the following mixture: white wax, one part, vaseline 
eight parts; mix while boiling. The paste is heated 
in a water bath until it is fluid, and then it is in- 
jected with a glass syringe, with considerable force, 
into the opening of the sinus, so as to fill up ev ery 
nook and crevice of the tract. Sterile gauze is 


Thomas brace on 


the Sixth International Congress on 


1912. 


1 Beck, ae of 
Tuberculosis, 1908 
2 Blanchard, Medical Record, May 18, 
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clapped over the opening quickly to prevent the exit 
of the paste until it has a chance to harden at the 
body temperature. 

No paste should ever be used if the Roentgen 
rays show the presence of a sequestrum, nor does 
any paste have any direct effect upon the tubercu- 
lous process in the joint. It simply sets aside the 
secondary infection. 

Klapp recommends cupping of infected sinuses 





l 





Fig. 37. 

The Thomas brace f.r use in tu-erculosis of the knee or ankle 
(Ridlon). The ends of the wire are usually welded together and 
shod with a foot piece of rubber or leather. When used for the 
knee the brace is held on by extension adhesive straps on the leg, 
when used for the ankle, the ring is provided with a strap of web- 
bing which fastens on anteriorly and posteriorly, and passes over 
the shoulders. 
to draw out the secretion, using passive hyperemia 
(Bier treatment) in addition. 

Pott’s Paraplegia demands rest in the recumbent 
posture for months, on a frame or in plaster. 

Spina Ventosa needs clean dressings and patience. 
Suction hyperemia will often be found useful. 
Bone grafting operation have been done with good 
results. Amputation is rarely justifiable. 


Tuberculosis of the calcaneus. If a sequestrum 








MJ 


Fig. 38. 


The ring of the Thomas brace (Ridlon). 
B—inner bar, C—outer bar (Ridlon). 


be present it should be removed with as little dam- 
age as possible to the surrounding bone. Under no 
circumstances should our ideas on the necessity of 
eradicating the disease lead us to carry the infection 
into a joint. The bone cavity may be filled with 
some non-toxic paste, or the Bier-Klapp treatment 
may be worth a trial. Occasionally resection of 
the calcaneus will be found necessary. 


A—posterior portion, 
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CHRONIC GONORRHEAL ARTHRITIS. 


Because a gonococcic arthritis usually begins as 
an acute inflammation, we have described it under 





Fig. 39. 

Author’s brace for shoulder joint disease. 
the head of acute anthritis, but unless the primary 
inflammation in the genito-urinary tract be healed, 
the disease is wont to persist as a chronic inflamma- 
tion and to extend for years, until it destroys the 
function of the joint. When the result is attained 
the inflammation subsides, as it does in any other 
organ. 

Pathology. The synovia, after the early stage 
of proliferation, gradually undergoes a_ fibrous 
change, and the joint becomes a mass of adhesions. 
Probably the cartilage also becomes fibrillated in its 
structure. Just how much part the lymphoid mar- 
row takes in the process it is hard to say, owing to 
the difficulty of securing specimens with a definite 
and complete history, but from skiagrams and from 
bacteriological examination of material removed at 
operation, it is evident that the inner layer of the 
periosteum reacts to the disease, and produces a 
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picuure hardly to be distinguished from tuberculosis 
or from the other diseases of Type I. 
Symptomatology. The joint is shrunken and 
stiff, and, as long as the morbid process is still 
active, painful. When the disease has reached its 
logical outcome—complete stiffness—the pain dis- 
appears. While a moderate degree of deformity 
may be present, the extreme contractures so char- 
acteristic of joint tuberculosis are not seen. This 
is what one would expect in a disease so largely 
synovial and with so little destruction of bone. The 
muscles of the limb are atrophied. The joints most 
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Fig. 40. 


Chronic gonorrheal arthritis in a supposedly tuberculous (pul- 
monary) patient. The diagnosis was based on the condition of the 
urethra and prostate, the multiarticular lesions, the reaction to 
apprenriate treatment and the relation of the clinical picture to 
the Roentger ray findings. 


frequently involved are the knee, the foot (not the 
toes), and, in women, the wrist. 

From the absence of bony outgrowths (usually), 
from the appearance of the skiagram and of the 
joint itself, and from the history, it is usually easy 
to determine that the disease belongs in Type I. 
To determine the exact nature of the process may 
be more difficult. If the patient were an adult male, 
and gave a history of an urethral inflammation at 
or about the time of the onset of the joint trouble, 
and if two or three joints were involved, the pre- 
sumption of a gonococcic joint would be strong. If 
an examination of the urine revealed shreds (sil- 
ver threads among the gold, so to speak) or gono- 
cocci, a tentative diagnosis of a gonorrheal joint 
would be justifiable. On the other hand we must 


not forget that a patient with chronic gonorrhea 
might have a tuberculous joint, or that a patient 
with pulmonary tuberculosis might have a gonor- 
rheal arthritis (see Fig. 40), or that even a child 
might quite innocently have a gonorrheal joint. 

Syphilitic arthritis can often be excluded only by 
finding some other evidence of syphilis in the body, 
by the presence of a broken-down gumma in the 
bone end (chronic gonorrheal arthritis probably 
never ends in suppuration unless as a result of op- 
eration) by the Wasserman reaction, or eventually 
by a therapeutic test. 

Treatment. The first requisite is to set the gen- 
ito-urinary tract in order. After this is done, mo- 
bilising operations may be done if necessary, but 
until the source of infection is removed, it is evi- 








i 
Fig. 41. 


Hereditary syphilis of the knee joint of a child after treatment 
for two years with a diagnosis of tuberculosis, lateral view. Note 
the diseased tibial epiphysis, and the proliferating osteitis of the 
femur shaft about four inches above the joint. 


dent that any attempts at mobilisation will only 
aggravate the joint trouble. Perhaps the wisest 
course is to begin with vigorous minipulation under 
an anesthetic, and then to fix the joint with plaster 
of Paris in an entirely different attitude until the 
inflammatory reaction has subsided, when gentle 
active and passive motion may begin. Possibly the 
operation might be repeated. For other treatment 
the reader is referred to the section on acute gon- 
orrheal arthritis. 


JOINT SYPHILIS. 


Syphilitic arthritis has been considered rather 
rare. On the contrary, I believe it is fairly fre- 
quent, but often unrecognized and treated under a 
wrong diagnosis. I have frequently been guilty of 
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the error and have detected it in other men’s work". 

Syphilis occurs in the joints in two well differ- 
entiated forms, which correspond to the synovial 
and bony forms of joint tuberculosis, and prob- 
ably in two others, one of which will be consid- 
ered later on under the head of the multiarticular, 
progressive variety of Type I, and the other under 
the head of Charcot’s joint. 

The rarer form of joint syphilis is a synovitis 
which occurs in the tertiary stage. It is a slow, 
almost painless affection most frequent in the knee, 
showing little if any tendency to involve the bone, 
unless as the result of unwise operative measures. 
The joint is swollen, contains fluid, and is but 
slightly disturbed in its function. The essential 
pathological lesion is probably a proliferation of the 








Same case as at antero-posterior view. 
synovia with a resulting effusion in the joint cav- 
ity. The disease may easily be confused with syn- 
ovial tuberculosis. 

The results of treatment by mercury are usually 
prompt and satisfactory. 

A more severe and more frequent form of syph- 
ilis occurs as a proliferative inflammation of the 
marrow and of the inner layer of the periosteum 
of the bone end, to which an inflammation of the 
synovia may or may not be added. These, as we 
have learned, are the essential lesions of joint 
tuberculosis, and it follows that not only is the 
clinical picture of the two diseases often the same, 
but that even an expert Roentgenologist may not 
be able to differentiate them from a careful exam- 
ination of skiagrams. Syphilis is often multiar- 
ticular, but a uniarticular form also occurs with 
almost equal frequency, and only by keeping a 

1Ely, Medical Record, 1912, LXXXI, 1179. 


sharp look-out for other signs of syphilis can we 
detect its true nature. I believe that this peculiar 
lesion is often a manifestation of hereditary syph- 
ilis—syphilis hereditaria tarda—and often is the 
only observed sign of the disease. It may occur 
in children or in adults, and is much more painful 
than the preceding, and often more damaging to 
function. It may result in the breaking down of 
the gummatous infiltration and in the formation 
of a typical, sluggish, undermined syphilitic sinus; 
in which case the diagnosis is made easier. In two 
cases of bone syphilis I have seen a periostent ac- 
companying pyuria. The pus seems to come from 
the kidney itself. 

Treatment. Strangely enough treatment by im- 
mobilization is useless, even when continued for 








Fig. 43. 
Same case as Figs. 41 and 42, after two injections of salvarsan 


and a course of mercurial inunctions. Note the improvement in 
the tibial epiphysis, and the gouged-out appearance in the femoral 
epiphysis. Skiagram taken four months after the preceding. The 
clinical improvement was marked, and the joint was practically well, 
except for a moderate restriction of motion, which was slowly im- 
proving. 

years. Mercury has been our sheet anchor, but 
often these cases, after improving for a while, come 
to a stand-still, and then clear up after one or two 
doses of Salvarsan. In the healing process in chit- 
dren the skiagram may take on an appearance that 
I regard as diagnostic. The epiphysis presents at 
some part a large “cavity” (see Fig. 43). It is 
interesting to watch by skiagrams how the architec- 
ture of an apparently hopelessly damaged joint 
is re-formed under antisyphilitic treatment. 

OTHER CASES UNDER TYPE I. 

In the course of time the three foregoing diseases 
have been described and identified. There still re- 
mains in this type a group of cases which have 
hitherto eluded exact identification. Originally 
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they were thought to be one definite clinical entity, 
and to form a large part of what was known as 
“arthritis deformans,” but the conviction has been 
steadily growing that a number of different agents 
may be responsible for them. It is a fact that under 
great difference in their course and clinical be- 
haviour many cases of chronic joint disease are 
seen whose pathology is very similar, and strongly 
resembles that of the three diseases already de- 
scribed—tuberculosis, syphilis and gonorrhea. 


ETIOLOGY. 

The exact cause of these diseases for the present 
must be left undecided. Some writers regard them 
all as infectious, some believe that some are in- 
fectious and that others are due to “faulty meta- 








Fig. 44. 


Syphilis of the wrist, erroneously treated as tuberculosis. Ob- 
serve the stump of the amputated finger. For a full description 
of this case, see Medical Record, 1912, LXXXI, 1179. 
taken Sept. 6, 1910. 


Skiagram 


> 


bolism,” some introduce the element of disturbance 
of a center of nutrition in the spinal cord. Evi- 
dence is constantly accumulating in favor of the 
infectious theory, enough for us to feel justified 
in accepting it as a working hypothesis. 
tentatively adopt that view in what follows, and 
shall assume’ that every case of chronic arthritis, 
like every case of acute arthritis, is due to an infec- 
tion or to trauma. 

The arguments for and against the infectious 
theory may be sketched briefly as follows’: 


1. Every non-traumatic joint disease whose 
exact cause and pathology we have worked out is 
due to an infection, and the general pathological 
changes in most of the chronic ones are the same 
as those of this group. Gonorrheal arthritis was 


1 American Journal of Orthopaedic Surgery, November, 1912. 








We shall. 






lately considered as due to reflex irritation of the 
urethral mucous membrane’. 

2. Various observers* have isolated pure cul- 
tures of microorganisms from cases of this group, 


and in some instances have produced the disease 
ia the joints of animals by injection. The organ- 
isms are not always identical, but this agrees with 
our hypothesis that these diseases may be due to a 
number of different causes. 

3. No center of nutrition for the joints has ever 
been identified in the spinal cord. 

4. “Faulty metabolism’ should not be employed 
asa term to define the causation. It is a cloak to 
cover our ignorance, a modern equivalent of a 
“humor” or a diathesis, a result of disease, not its 
cause. Adami defines health as metabolic equilib- 





Fig. 45. 
Skiagram taken Feb. 7, 1911. 


Note the 


Same case as Fig. 44. 
This never 


occurs in adult joint tuberculosis. 
rium, disease as a condition in which the equilibrium 
is wanting. Then we may say that disease is a dis- 
turbed metabolism. It is seen, therefore, that to 
say a joint disease is due to faulty metabolism is to 
say that it ir due to disease. 

5. Some authorities, while admitting that the 
cases which begin acutely with glandular swelling, 
fever, leucocytosis, etc., are infectious, deny the 
infectious nature of the slow, chronic ones. Acute- 
ness of onset, and leucocytosis are not characteris- 
tic of infectious diseases, as witness tuberculosis 
and syphilis. 

Joint tuberculosis may be aptly quoted as an illus- 
tration of many points. We know that it is infec- 
tious, and in joints in which we find the character- 
istic tubercle we make our positive diagnosis, but 
the synovia or the bone marrow may be diseased 


2 Allbutt’s System of Medicine, 1901, Vol. IIT. * 
3 Schiller, Banantyne, Fayerweather, Poynton v. Paine, et al. 


treatment alone. 
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alone, or both together, the bone may be rarefied or 
thickened, the cartilage may be normal or diseased, 
the synovia may be hypertrophied, or atrophied 
and fibrous, the joint may be shrunken or swollen, 
full of fibrous adhesions, or the seat of one of sev- 
eral kinds of exudate. The bones in the neigh- 
borhood may be lengthened or shortened, nervous 
and psychic symptoms may be present or absent. 
The patient may have fever, night sweats, hemor- 
rhages, rapid pulse or he may not have them. If 
he have them we say that they are due to the same 
cause as the joint lesion. Before the discovery of 
the nature of the tubercle, all these manifestations 
must have been most puzzling. Indeed, the sur- 
vival of such names as “caries sicca’ and “joint 












Fig. 46. 
Same case as Figs. 44 and 45. Skiagram taken January, 1912, 

after about one year of desultory treatment by mercurial injections 

and the iodides. This treatment seems to have brought out the 

distinguishing marks of syphilis. 

fungus” gives us an inkling of the confusion which 

existed. 

Finally let it be said that in many of these cases 
of chronic joint disease a distinct source of infec- 
tion has been found, ani in some the removal of 
this source of infection has been followed by an 
improvement or a cure of the joint disease. The 
more careful the search for the infection, the more 
frequently will it be found a diseased tonsil, a sup- 
purating tooth, ethmoid cell, or ear, a gastro-intesti- 
nal infection, a history of an old, perhaps forgotten 
chancre. We have in the neighborhood of the joints 
two tissues that, according to all our knowledge, 
should be vulnerable to infection, the lymphoid syn- 
ovia, and the red or lymphoid marrow. The im- 
portance of one of these two tissues, the synovia, 
has long been recognized in the chronic arthritides, 








the study of the marrow iias been comparatively 
neglected. The marrow is the only tissue ever 
directly involved in those bone diseases whose 
cause we know and whose pathology we have 
worked out, e. g., acute infectious osteo-myelitis 
and tuberculosis, and if we would understand the 
bone changes in them we simply study the behavior 
of the diseased marrow. From the marrow the 
bone and cartilage draw their nutrition. All 
through the bibliography of chronic arthritis, one 
sees cursory allusions to the changes in the mar- 
row, and, in many instances, statements that the 
nutrition of the cartilage and bone seem to be im- 
paired’. The obvious corollary of this is to study 
carefully the changes in the tissue from which the 











en 


Fig. 47. 


Same case as Figs. 44, 45 and 46, about one year after two doses 
of salvarsan. The patient is well. 


cartilage and bone draw their nutrition. 

If we discover swelling and disease of lymphoid 
tissue anywhere in the body, we do not attempt to 
understand it by examining the reaction of the tis- 
sues in its neighborhood but we subject the lymph- 
oid tissue itself to as exhaustive an examination as 
possible. 

As will be seen from what follows, we have at- 
tempted to do this in the joints, an’, while our re- 





1 Hale White. Guy’s Hosp. Reports, 1902. Autopsy on an acute 
case of rheumatoid arthritis. P 

“Foci of inflammation were met with in the bone, the cancellous 
tissue of which was more open than usual. Microscopical section 
showed that these foci were the seat of a small-celled infiltration, 
while the fat cells were markedly decreased in number.” 

“The bone may, however, show foci of inflammation, and in these 
areas there is comparative absence of fat cells.”—McCrae. 

“The medullary tissue is principally fattv,” e. g., in the hand 
joints of a patient with so-called rh. arth.—Preble & Hektoen, Am. 
Journal of the Med. Sciences, January, 1901. 

“The lesions have more resemblance to those caused by some 
neurotrophic disturbance or some failure to provide the proper con- 
stituents to develop bone and cartilage.”—Painter, Boston Med. & 
Surg. Jour., Nov. 28, 1901. 
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searches are by no means complete, and while as 
yet we have little absolute proof to otter, we have 
learned that the marrow is something beside a pas- 
sive filling for the bones, and that it is much more 
profitable to study the active tissue of the bone than 
what may really be termed the passive tissue. 

In regard to the nature of the infection: 1 believe 
that any micro-organism capable of causing an acute 
arthritis can cause a chronic arthritis. Whether the 
organism itself must be in the joint, or whether, 
located in some other organ, it can elaborate toxins 
which cause the arthritis, is not settled. Possibly 
the organisms may dwell in the marrow, with at- 
tenuated virulence. Among the causes, therefore, 
are the typhoid bacillus, the diplo-streptococcus of 
Poynton and Paine and others, the streptococcus 
and staphylococcus pyogenes, and the pneumococ- 
cus. To these must be added the tubercle bacillus 
and the spirocheta pallidum. 

Various other factors have been linked up in a 
casual relation to chronic arthritis, namely, expo- 
sure to cold and wet, strain, wear and tear of labor- 
ious occupation, and mental emotions. 

Trauma probably plays a role in the causation of 
this class of cases, though not so important as in 
cases in Type II’. It is not to be viewed in the 
nature of a contributing cause, that is, as preparing 
a locus minoris resistentiae, but as a direct exciting 
cause, in a similar manner as in the acute cases. 
The trauma in chronic cases is oft repeated and 
usually slight. Sometimes it is in the nature of a 
chronic strain. 

A form of ankylosing arthritis occurs very rarely 
as the result of a single severe trauma. After the 
injury the joint slowly stiffens until complete bony 
ankylosis takes place. No fracture can be demon- 
strated by the most careful examination. Treat- 


ment is without ‘avail?. 
If chronic arthritis is ever due to auto-intoxica- 


tion from the intestinal canal, the influence of men- 
tal emotion would be quite comprehensible, as dis- 
turbing the digestion. 

Concerning the other factors, authorities differ 
radically. It is hard to speak positively on the sub- 
ject. Pregnancy, labor and the menopause have 
been said to predispose to joint involvement. In 
this connection the frequent occurrence of pyorrhea 
alveolaris in pregnancy should be noted. 

Certain families seem more or less predisposed 
to these diseases. Proof here is also somewhat 
difficult, but the evidence seems to point toward the 


1 See a most interesting article by Axhausen, Archiv fiir klinische 
Chiruraie, September, 1912. Axhausen produced many of the char- 
acteristic lesions of chroaic joint disease by destroying with an elec- 
tric needle small areas of the ioint cartilage. 

2Murphy, Journal of the American Medical Association, April 
27, 1912. 


positive side. Possibly the joint tissues are predis- 
posed congenitally to invasion, but more probably 
the tissues or organs into which the infection orig- 
inally makes: its way are congenitally less able to 
resist it. 

The influence of the ductless glands is considered 
by some authorities to be quite important in the 
causation. 

Goldthwait' has recently called attention to the 
connection which exists between certain of these 
joint lesions and visceroptosis. Here again we 
come back to the influence of disturbed digestion 
and the possible absorbtion of the toxic material. 

No age is exempt except the earliest infancy 
(when the bone ends are cartilaginous). Accord- 








Skiagram of the shoulder joint of the multiarticular form of 
Type I. The patient was an adult of about 45 years. The cause 
was probably syphilis. Mark the rarefaction of the acromion and 
of the head of the humerus. 


ing to McCrae the time of onset is most often in 


the third and fourth decades of life. The two 
types differ in this regard. Type II is wont to come 
on rather later in life than Type I. The occur- 
rence of Still’s disease during a period of oral 
sepsis is at least suggestive. 

The weight of opinion seems to favor the view 
that most of the diseases in our causative category 
can cause joint lesions of both types. Thus, joint 
tuberculosis in its active stage, as we shall see, be- 
longs in Type I, but the late manifestations are 
often characterized by the formation of new bone. 
The lesions of either type can probably be caused 
by a number of agents, and possibly each one of 


1 Boston Medical and Surgical Journal, May 26, 1910. 
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these ageits can cause lesions of either or of both 
types.” 
SIMPLE FORM. 

Let us start with the simplest form. A patient 
presents himself, complaining of pain iu a joint, or 
possibly in a bursa. The pain came on suddenly 
or gradually, is constant, or present only on use, 
and is accompanied by few constitutional symptoms 
or by none at all. We find a localized point of 
tenderness, or sensitiveness of the entire synovia 
where it can be reached. Motion may be limited 
much or little. 

These signs may clear up after a few days, they 
may persist, or they may disappear to return later 
with renewed force. If they clear up and do na 
return, we dismiss the case from our minds, or we 
consider that any therapeutic measures we adopted 
were efficacious, and possibly we recommend them 
to others.? 

It is difficult to put such a mild form of arthritis 
in its proper place. If it disappear promptly, we 
place it in the category of acute, if it persist, then 
in that of chronic arthritis. It may be said to be 
on the border line. 

If the symptoms persist or return, we go minutely 
into the history, and find that the patient has a 
slightly enlarged. tonsil, perhaps with a thickening 
of the lymph-nodes below it, or gives the history of 
a severe attack of dysentery or gonorrhea, or of 
a suppurating tooth cavity or accessory sinus of 
the nose. We find further that no matter what 
local measures we adopt, no permanent benefit will 
ensue until we have removed the tonsil, have 
washed out the colon, or have cleaned out the sup- 
purating cavity or genito-urinary tract. Then at 
once the joint trouble disappears. 

Here we have an inflammation of the synovia. 
Any changes that may have existed in the bone are 
so slight as to escape notice. The disease may pos- 
sibly start in the marrow and spread to the synovia. 
or vice versa. Again either may be affected alone 
and show no tendency to involve the other. 

Between this slight synovial involvement and the 
severest cases of chronic arthritis of this group the 
difference is merely one of degree, as the difference 
between a mild synovial tuberculosis and a destruc- 
tive joint tuberculosis is merely one of degree. If, 
in such an arthritis the infection continue to act or 
if it be very potent, we shall see how the damage 





1 Charcot held that rheumatoid arthritis and osteo-arthritis were 
but different expressions of one and the same underlying morbid 
rocess. 

4 McCrae says the two types, atrophic and hypertrophic, occur in 
the same patient. x 

Goldthwait says that more than one type may be present in the 
same individual. 

2 McCrae says that many cases of chronic joint disease recover 
in the early stages. 





may involve many tissues, and even may involve 
many joints, at once or seriatim, but, on the hypoth- 
esis laid down, all the pathological changes can be 
readily understood, while, 1f we regard each change 
as in itself of importance, and as representing a 
different clinical entity, we shall soon be at sea in 
a rising tide of divisions, sub-divisions and classi- 
fications. This way of regarding the matter is, ol 
course, pure theory, but on this theory we can 
trace the disease in the joint tissues, and from wh.t 
we know of joint pathology we can ascertain that 
many of the changes are what we should expect. 

On this theory we are not necessarily compelled 
to admit that an acute disease can actually pass 
into a chronic one, but we simply point again to 
the analogy of the lymph-nodes. These may swell 
up and subside, possibly may swell up again repeat- 
edly, or may swell up acutely or slowly and remain 
swollen, depending on the virulence of the poison, 
or upon the amount and constancy of supply. We 
never think of denying the infectious nature of 
their involvement because this involvement is slow 
and chronic. 

(To be continued.) 





NOTES ON RECENT CASES OF ESOPH- 
AGOSCOPY, BRONCHOSCOPY AND 
LARYNGOSCOPY.* 

Ricuarp H. Jounston, M.D., 
Baltimore, Md. 

In September, 1912, I was asked by a physician 
to see his little daughter who, a week previously, 
had swallowed a penny. The father, thinking that 
the foreign body would pass through, paid no spe- 
cial attention to the incident until the mother no- 
ticed that the little patient was having. difficulty 


in swallowing and that she would awake several 
times at night fretting with pain in her throat. He 


then had s-ray pictures made which showed a 
shadow at about the seventh cervical vertebra or 
at the upper end of the esophagus. The patient was 
taken to the University Hospital where she was 
immediately prepared for operation. 

The preparation in these cases is. very simple. 
The patient is taken to the operating room in her 
street clothes and wrapped in a sheet which is se- 
curely pinned so as to reduce movements of the 
arms and legs to a minimum. She is then placed 
on the table with the head straight and not over the 
end of the table. An assistant holds the head while 
the arms and legs are attended to by nurses. No 
anesthetic is used; this point cannot be too strongly 
emphasized since cocaine is dangerous and ether is 


*Read before the Baltimore City Medical Society, Section on 
Medicine and Surgery, January -3, 1913. 
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unnecessary except possibly in those cases in which 
the foreign body has sharp edges or happens to be 
a pin. 

The patient was placed on the table as above de- 
scribed; with the head held straight, Jackson’s 
modified child’s laryngoscope was passed. This tube 
measures 17 centimeters in length and 10 milli- 
meters in the inside diameter. When the larynx 
was reached, the spatula end of the tube was hooked 
around the cricoid cartilage which was _ easily 
raised and the upper end of the esophagus exposed. 
The penny was immediately seen lying slightly pos- 
terior to the middle line with edges transverse. 
Forceps were introduced through the tube, the 
penny seized and promptly removed. The opera- 
tion did not take two ‘minutes. The little patient 
was not hurt, the membrane was not injured and 
ten minutes after the operation, we took her home 
in her father’s automobile. She made an unevent- 
ful recovery. I have described this case in detail 
to emphasize the value of the straight position of 
the head and the advantage of using a short instru- 
ment in upper esophagoscopy. This combination 
makes esophagoscopy easy and practically free from 
danger. For four years I have used the straight 
position of the head in direct laryngoscopy and for 
some time in upper esophagoscopy but only recently 
have laryngologists adopted it to any extent. It 
simplifies the work, and I find that as my experience 
increases I am able to work oftener without anes- 
thesia, local or general. 

Case 1. In September, 1912, Mr. S., 39 years 
old, was referred to me by Dr. J. F. Hempel. The 
patient had always led an active life and had been 
a powerful man. His normal weight was 186 
pounds. Three. months before I saw him, he no- 
ticed that certain foods did not seem to pass down 
as well as formeriv. The difficulty in swallowing 
increased rapidly and when I saw him at the Pres- 
byterian Hospital, it was painful to see the muscu- 
lar contractions of the face and neck when he at- 
tempted to swallow milk: His weight was 143 
pounds. His throat was so sensitive that, even 
after the injection of morphine and atropine, the 
attempt to examine him under local anesthesia 
failed. 

The next day in the presence of Dr. Murphy of 
Cincinnati and Dr. Arrowsmith of Brooklyn, we 
examined him under ether anesthesia and found a 
hard, firm stricture about an inch below the cricoid 
cartilage. The smallest Bunt’s bougie was passed 
through the esophagoscope and coaxed through the 
stricture. We then found a second and a third 
stricture both of which were successfully dilated. 


The next day the patient swallowed milk. Because 
of the three strictures, it has been difficult to pass 
a French bougie but with a Bunt’s bougie the 
esophagus has been kept open so that the patient 
now eats everything. He has gained 13 pounds and 
feels well and strong. 

This case is reported because benign strictures at 
the upper end of the esophagus in adults are rare 
and because of the successful treatment of the three 
strictures by a simple method. One of the inter- 
esting features of the case was that no cause could 
be found for the obstruction. It may be well here 
to emphasize the dangers of cutting and forcibly 
divulsing benign strictures of the esophagus. In 
an experience of five years I have had no bad 
symptoms from the use of Bunt’s bougies except 
pain or soreness for a few days after the first treat- 
ment. In children I use the two smallest and in 
adults the three smallest bougies at the first treat- 
ment. No attempt is made to force the stricture 
for fear of setting up a fatal mediastinitis. If after 
the first attempt a small French bougie will not pass 
easily, recourse is had to Bunt’s bougies again. 
These are passed every five days until all swelling 
has subsided and no blood appears. Then the 
French bougie is tried again and usually passes 
without.trouble. The patient is then taught to pass 
the bougie which he uses at home regularly for a 
time and later every six months. I have always 
believed that cutting benign strictures or trying to 
force dilatation by powerful divulsors through the 
esophagoscope is dangerous because we have no 
means of knowing just what we are doing. With 
graduated olive points beginning with 1 millimeter, 
we can always tell what the dilatation will be. One 
can swallow through a small opening and it is not 
necessary to try to produce a lumen equal to the 
normal esophagus. I have kept in touch with all 
my stricture cases and, except for the slight trouble 
of passing the bougie every few months, they are 
all well. 

Case m1. In July, 1912, a boy, 7 years old, was 
brought to me from Crisfield, Md., with the history 
of having inspired a grain of corn four days previ- 
ously. His breathing was labored, temperature was 
102 degrees and pulse 120. The patient had a 
hoarse, croupy cough; the respiratory murmur over 
the right lung was almost abolished. The boy was 
taken to the Presbyterian Hospital, ether was ad- 
ministered and the bronchoscope passed with the 
head straight on the table. 

My experience with the straight position of the 
head convinces me that the bronchoscope is more 
easily passed than with the head over the end of 
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the table as is advocated by some operators. After 
the patient is anesthetized, the separable speculum 
is passed and the larynx brought into view. The 
bronchoscope is then passed through the laryn- 
goscope and with a gentle twisting motion is pushed 
between the vocal cords. The laryngoscope is re- 
moved while an assistant steadies the bronchoscope, 
the head, which together with the body is raised on 
cushions, is allowed to drop to the plane of the 
table, the operator takes his seat at the end of the 
table and pushes the tube further down, control- 
ling the movements of the head with the free hand. 
In this method it is remarkable how little extension 
is necessary for successful work. No assistant is 
required to hold the head over the end of the table 
and the operator has a comfortable seat which en- 
ables him to work more quickly. In very young 
children the cushions are used but the head is 
dropped before the bronchoscope is passed. The 
grain of corn was located wedged in the depths of 
the right bronchus; it was seized with forceps and 
removed. The patient recovered promptly. The 
grain of corn was swollen twice its natural size. 

Case Iv. A boy, two years old, inspired a water- 
melon seed two weeks before I saw him. He hada 
croupy cough and his temperature was elevated. 
He was placed on the table and the larynx examined 
with the head straight, no anesthetic being used. 
Nothing abnormal was found so the 5 millimeter 
tracheoscope was passed and pushed between the 
vocal cords, the foreign body immediately appear- 
ing in the trachea. Because it was slippery, it was 
grasped with difficulty but was finally removed. 
After the operation edema of the glottis developed 
and a tracheotomy had to be done. He wore the 
tube four days and, after its removal, made an un- 
eventful recovery. 

I wish to emphasize the ease with which the 
larynx can be examined in children with the head 
straight on the table. The position is the same as 
for upper esophagescopy described above. The in- 
strument is the same and is introduced as easily in 
infants as in older children. Anesthetics are never 
used. For the removal of foreign bodies or papil- 
lomata in the larynges of children, the method is 
far superior to extension with the head held over 
the end of the table. The greatest advantage is 
that no trained assistants are required since the 
head can be held properly by anyone. The great 
disadvantage of the “Boyce position” is that one 
must have special training to hold the head just 
right. 

Case v. This case illustrates the ease with which 
tumors may be removed from any part *of the 


larynx in adults with the right instrument and the 
proper position of the head. For a long time I 
have been doing direct laryngoscopy in the sitting 
position with the head straight which gives the 
advantage of complete relaxation of the neck 
muscles. This position with the use of the instru- 
ment described above or the small, separable spec- 
ulum makes it possible to examine and operate. in 
all larynges with ease. Most direct laryngoscopes 
are too large and, to make the work more difficult, 
are introduced between the incisor teeth. Under 
these conditions unless the patient has a long neck 
and small teeth, it is practically impossible to see the 
entire larynx without pulling so forcibly on the 
speculum as to cause pain. If, perchance, the oper- 
ator. sees the growth, he is in such a cramped posi- 
tion successful removal is very difficult of not im- 
possible. These difficulties are removed and the ex- 
amination made almost as easily as with the mirror 
by using the small speculum and passing it between 
the right or left bicuspid teeth with the head straight 
or nearly so and turned slightly to right or left. 
The tube is carried quickly down, the end hooked 
around the epiglottis and the entire larynx exposed. 
Practically no force is exerted on the instrument 
and often its weight exposes the larynx. The in- 
struments that I use are made with separable han- 
dles so that the vertical part of the handle can be 
removed when one wishes to examine a patient in 
the prone position. 


The patient was a man, 30 years old, who, four 
years ago, had a papilloma removed from the left 
vocal cord by the indirect or mirror method. For 
three years his voice was clear. About a year ago 
huskiness made its appearance and this was soon 


followed by hoarseness. Because of a large uvula 
and an over-hanging epiglottis, a satisfactory mir- 
ror examination was impossible. A growth appar- 
ently on the left vocal cord was seen and to this 
I attributed the hoarseness. Following my usual 
custom I anesthetized the larynx with 20 per cent 
alypin solution for examination and operation 
through the direct laryngoscope. The result of the 
examination shows how superior the tube is to the 
mirror in patients with a low hanging epiglottis. 
The patient was seated on a low stool with head 
straight and turned slightly to the right. The small 
10 millimeter tube was introduced between the left 
bicuspid teeth and passed down to the epiglottis 
which was hooked forward exposing the larynx. 
The tumor, which was indistinctly seen with the 
mirror, proved to be under the cord and not on it. 
On the right false cord a large tumor mass, extend- 
ing down over the true cord and preventing proper 
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approximation of the cords, was seen. This 
growth was causing the hoarseness. With Pfau’s 
universal handle and various cutting tips, the masses 
were quickly removed. Some of the growth was 
attached to the right cord and a small tumor was 
located in the anterior commissure. After removal 
alcohol was applied. These applications will be con- 
tinued some time to destroy any small particles that 
may be left. 

The apparent difficulties connected with direct 
laryngoscopy, bronchoscopy and esophagoscopy 
have prevented many laryngologists entering these 
fields. Instead of trying to simplify the work, it 
seems to me that new instruments are being intro- 
duced which tend to greater difficulties for the be- 
ginner. With a few instruments one can do suc- 
cessful work. For the larynx no tube is as satis- 
factory as the small, modified Jackson model with 
the light at the end. For bronchoscopy many 
laryngologists prefer the Brunings’ hand light be- 
cause the light carrier of the Jackson tube is liable 
to become clouded with blood or mucus. This ob- 
jection is overcome by having a second carrier 
loaded to introduce if occasion demands. I can 
handle the Jackson tube with greater ease and pre- 
fer it for that reason. For upper esophagoscopy in 
children no instrument is better than the modified 
Jackson tube because of its ease of introduction 
with the head straight. The only objection to it is 
that one cannot see far ahead of the tube because 
the light is not strong enough. I have tried all man- 
ner of tubes and have come back to Jackson’s 
models because I think they are the simplest and 
easiest to handle. When one learns direct laryn- 
goscopy by simple methods, bronchoscopy and 
esophagoscopy are easy. As the work is simplified 
it becomes more and more fascinating. It will 
never reach its highest grade of development for 
the greatest number until simplicity of methods and 
instruments is insisted upon. 

I have notes of three more cases which may be 
of interest. 

A male, 54 years old, was referred to me with 
the history of trouble in deglutition of-five years’ 
duration. His trouble was peculiar in that food 
which had been swallowed 24 hours previously 
would come up entirely undigested and almost in 
its original state. Sometimes for days he would 
swallow perfectly. The continued lack of nourish- 
ment pulled him down from a strong, healthy man 
to a mere shadow. At times pain was severe. Be- 
fore the examination he was given morphine and 
hyoscine hypodermatically. The esophagoscope was 
passed and nothing found until the cardia was 


reached. Here two distinct openings were seen, 
one of which to the left led into a pocket two or 
three inches in depth which was filled with milk and 
undigested food. After pumping the pocket out, 
the mucous membrane could be seen. To the right 
the puckered appearance of the cardia could be 
seen. To enter the diverticulum the upper end of 
the esophagus had to be carried to the right. When 
the pocket was pumped out, the walls immediately 
collapsed so that the opening was difficult to find. 
The esophagoscope was easily pushed into the 
stomach. Some weeks ago a man came to the Uni- 
versity Hospital with the history of having swal- 
lowed almost nothing for three weeks. He had had 
trouble for a long time; there were times when he 
could swallow without difficulty. But for three weeks 
he had vomited constantly. At the request of Dr. 
Zueblin I examined the esophagus under deep ether 
anesthesia. Local anesthesia was deemed inadvis- 
able because from the man’s highly nervous state, 
we thought of a cardiospasm. Repeated attempts 
to pass a stomach tube had failed. The esophago- 
scope showed that the upper part of the esophagus 
was normal. When the cardia was reached, the ex- 
amination of its walls showed no pathological lesion 
and the ease with which the tube was pushed into 
the stomach made the diagnosis -of cardiospasm. 
The pink membrane of the stomach contrasted 
strongly with the pallor of the esophagus. 

In July, 1912, I was consulted by Miss R., 30 
years old, for a stubborn cough of six months’ dur- 
ation which had followed “grip.” She had taken 
all the usual cough remedies with only temporary 
benefit. A bronchoscopic examination showed in- 
flammation of the trachea, which is so often a 
sequel of “grip” and which can usually be cured 
by the application of silver nitrate, 2 to 10 per cent. 
solution. Six applications relieved the cough en- 
tirely. 

I wish also to refer briefly to a case of papil- 
lomata of the larynx in a child. Before the intro- 
duction of the direct laryngoscope, such cases were 
always a bugbear to the laryngologist. So difficult 
of treatment were they that splitting the larynx 
was advocated by some of the more radical throat 
surgeons, and the operation was done with impair- 
ment if not ruin of the voice, because in small lar- 
ynges it is difficult to approximate the two halves 
properly or so much tissue was destroyed by this 
radical procedure. The treatment now is along 
logical lines, thanks to the direct laryngoscope. I 
have no hesitancy in saying that it is never neces- 
sary to open the larynx for the removal of these 
growths and it is rare that a tracheotomy has to 
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be done. It is, however, better to perform the lat- 
ter operation if the child is in danger of suffoca- 
tion, because the larynx can be cleaned out in two 
or three sittings through the direct laryngoscope 
and the tracheal tube removed permanently. 

The patient was a child, 19 months old, referred 
to me by Dr. A. M. Shipley for aphonia of several 
months’ duration and attacks of cyanosis espe- 
cially on crying. At the University Hospital the boy 
was pinned in a sheet and examined with the direct 
laryngoscope, the head being held straight on the 
table. The diagnosis of multiple papillomata was 
made and most of the growth at once removed 
through the ‘tube with Pfau’s forceps. Two such 
operations resulted in the complete removal of the 
tumors. Applications of alcohol were made to the 
larynx once weekly with the result that the 
growths disappeared completely and up to this time 
—one year after the first operation—have not re- 
turned. This result is exceptional, for most cases 
have to be treated many months and sometimes 
two or more years. I mention this case to condemn 
laryngotomy in the treatment of tumors of the 
larynx except, of course, in malignancy. 

APPENDIX. Recent experience has convinced me 
that the high frequency spark is the best treatment 
for papillomata of the larynx in adults and in chil- 
dren. In a patient, 67 years old, with a large papil- 
loma of the right laryngeal surface of the epiglottis, 
two applications of the spark a week apart caused 
the total disappearance of the growth so that in a 
month it was impossible to see whence the growth 
had sprung. The microscope did not show malig- 
nancy, but such growths in old people are prac- 
tically always the precursor of cancer from degen- 
eration if they are not promptly and radically re- 
moved. The spark is applied through the direct 
laryngoscope after anesthetizing the membrane 
with alypin solution. In my work I use the spark 
about a quarter of an inch long, because with this 
length it is under absolute control. In multiple 
papillomata in children it is just as easily applied 
through the direct laryngoscope without anesthesia 
by holding the head straight on the table. The 
tumors are burned with the spark, turn pale and 
disappear. The normal tissue is not injured unless 
the spark contact is prolonged. 

807 NortH CHARLES STREET. 





Open abscesses in the thigh early, and keep the 
part at rest. Once the pus spreads among the 


muscles, drainage is difficult. Pus burrows 
along the vessels and along the intermuscular 
septa.—Bernays’ Golden Rules of Surgery. 


MILITARY SURGERY.* 
By Gustavus M. BLeEcu, 
CHICAGO. 


IX. 
Mechanism of Gunshot Wounds. 

The production of a gunshot wound is a simple 
mechanic or, if you please, dynamic process accord- 
ing to well-known, definite laws of kinetic energy. 

Translated into simple language, energy means 
the ability to overcome resistance. It is expressed 
in foot-pounds. 

m. v? 
Newton’s formula of energy —— is, of course, 
2 


. applicable to the energy of missiles, and, like all 


physical laws, is immutable. 

It is a fact that the value of this formula has 
been disputed by several military surgeons, among 
them by no less a personage than Sir Treves, who 
had an excellent opportunity to study gunshot 
wounds in the recent war of England against the 
Boers in South Africa. 

The difficulty, it seems to me, is not with the law 
of energy as with our erroneous interpretation of 
it, and while I believe that in a study of gunshot 
wounds we have to reckon with so many factors 
that all mathematical calculations, if properly ap- 
plied, would present a very intricate problem, far 
beyond the capabilities of a surgeon with but ele- 
mentary training in physics, the value of the law 
cannot be denied. 

The formula above given is simplicity itself. The 
letter m stands for mass (weight), the letter v 
stands for velocity. To find the energy we mul- 
tiply the mass with the square of the velocity and 
divide the result by 2—in other words, energy is 
half the product of the mass and the square of its 
velocity. 

Simple as this is, the formula will become com- 
plicated if outside of velocity and mass we take into 
consideration the rotations of the projectile, its 
shape and density, and last but not least, the histo- 
logic character of the target. 

We also know from ballistics that the projectile 
—we refer for the present to small-arm missiles— 
at the moment of impact strikes the object at an 
angle, which serves to still further complicate our 
calculations as regards effect on the human body. 

I quote after Nancrede the following compara- 

* Errata noted in the June installment of this serial: : 

Page, 224, first column, line 19, should read: “Surgeons in the 
field will not be restricted to treating,” etc. 


Page 225, second column, 15th line from bottom of page, should 
read: “It is thie motien which enables the . . . projectile to 


pass . . . point on.” 
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tive table of velocities and energies of the old 0.45 
caliber and the new 0.30 caliber Springfield rifles. 
The mass of the old bullet is given at 500 grains, 
that of the new bullet as 150 grains. The figures 
in the table aré rounded for the sake of sim- 
plicity. 


Old Springfield (.45 cal.) New Springfield (.30 cal.) 


‘elucity Energy Velocity Energy 

(in foot (in foot (in foot (in foot 

At seconds) pounds) seconds) pounds) 

Meastle @i.6207: 1300* 1876 2700* 2425 
300 yards . 930 1066 2038 1384 
600 yards .... 830 747 1507 510 
1000 yards .... 680 513 1068 380 
1500 yards . 520 300 852 241 


~* Muzzle velocity is synonymous with initial velocity. 

The figures given in this table, if carefully 
studied, tally with the law of energy. 

The higher energy of the old missile at ranges 
from 600 to 1500 yards, as compared with the new 
missile, is explained by the square of the velocity. 
Diminution of velocity, though slight from the 
standpoint of actual figures, influences loss of 
energy out of proportion to these actual figures. 

For the benefit of such readers who have for- 
gotten their mathematics, I present the problem in 
a simpler form. 

A square, one side of which measures 4 inches, 
has an area of 16 square inches. 

Suppose I reduce the line only 1 inch, we obtain 
an area of 9 square inches, and we have lost seven 
square inches. ; 

We are told that whenever greater energy was 
desired for the old-fashioned rifles, the mass of the 
projectile was increased. In the new weapons, in- 
crease of energy is obtained through greater veloc- 
ity (produced by high explosive powder) and the 
mass of the projectile could be reduced. 

Hebler, in 1882, the first to publish a monograph 
on the smaller caliber rifles, points out the follow- 
ing advantages:'(1) lighter ammunition; (2) flat- 
ter projectory; (3) less deviation by wind; (4) 
greater accuracy, and (5) the production of more 
humane wounds. 

Hebler’s claims have been confirmed practically 
throughout. From a purely military point of view 
the introduction of the small caliber rifles means 
a distinct advance. It is now possible for the in- 
fantry soldier to carry on his person a larger num- 
ber of cartridges (the flatter trajectory has in- 
creased the point-blank danger zone*), the greater 
resistance to wind and accuracy needing no further 
comment. 

As for the problem of “humane” wounds pro- 





*It is evident that with a zenith of the trajectory situated higher 
than an uovright human being, a soldier standing at that point is 
safe. A flat trajectory, on the other hand, increases the danger 


zone. 









duced by the modern missile, there can be little 
room for doubt that Hebler as well as all other 
writers who have somehow managed to enthuse lay 
readers with the conviction that to be hit by a mod- 
ern bullet is no more of a risk than to undergo an 
aspetic incision by a surgeon, are entirely in the 
wrong, though it must be added that the statement 
must be taken cum grano salis. 

Major Charles Lynch, Medical Corps U. S. 
Army, an acknowledged authority, in his official 
report as an observer with the Japanese army dur- 
ing the war with Russia, makes this significant 
statement: “While from the surgical standpoint the 
extremely small caliber of the Japanese rifle is de- 
sirable, it is a great question if they have not car- 
ried their desire for long range, flat trajectory and 


‘ light weight of cartridge too far, and have thus sac- 


rificed the stopping power of the bullet to such an 
extent that their weapon does not yield the best 
results in war. Certainly, a man hit with the Jap- 
anese bullet will come on when it has passed 
through his body anywhere, except at a vital 
point.” 

It is evident that what military authorities are 
primarily after is not to inflict humane wounds, but 
to disable—to stop the enemy. 

I may add here that killing an enemy is not the 
prime purpose of modern military authorities, the 
infliction of death being simply an unavoidable in- 
cident of warfare. A dead combatant is simply 
a loss and after burial requiring no further atten- 
tion. A wounded man, however, requires atten- 
tion and if sufficient numbers can be injured to 
simply force combatants to temporarily assist the 
sanitary forces, a greater advantage has been 
gained. 

As regards shrapnel bullets, it has already been 
pointed out that it is practically impossible to 
formulate any law for them. Their large size 
diameter (half an inch), the softness of the bullet 
as compared with the jacketed infantry projectiles, 
will of course produce serious injury to human 
tissue, provided the velocity was great. 

In the solid shell of field and siege artillery every- 
thing of course depends on the size of the frag- 
ment. A larger portion of the burst shell will 
produce frightful injuries, even tearing off limbs 
from the trunks, while a small fragment will re- 
semble in effect that of small-caliber missiles. 





X. 


CLASSIFICATION OF GUNSHOT WOUNDS AND 
TERMINOLOGY. 


It is evident that mass, shape and consistency of 








Vor. XXVII, No. 7. 


BLECH—MILITARY SURGERY. 


AMERICAN 
JouRNAL OF SURGERY. 


265 





the projectile and its velocity, and finally the range 
may vary even in one and the sa.ne battle. it 1s 
conceivable that at very long ranges modern pro- 
jectiles may strike a soldier with so little energy 
as to produce no effect worth mentioning, as con- 
trasted with the serious effects at close range. 

Before proceeding to investigate the pathologic 
changes produced by modern missiles, the novice 
will do well to become familiar with the nomen- 
clature of gunshot wounds. 

(a) Shots are divided according to the range. 
As no surgeon is able to tell the exact distance at 
which a shot producing a wound was fired, we 
must content ourselves to classifying them as 
“close,” “medium” ‘and “long” range shots. 

(b) “Explosive gunshot wounds.” This is a 
misnomer for modern rifle wounds; still often en- 
countered in literature. The description of a mod- 
ern jacketed bullet must convince anyone that an 
explosive effect, such as has been described for 
artillery projectiles, is out of the question. Civ- 
ilized nations, let it be understood, are strictly for- 
bidden by international treaties to resort to such 
measures. I confess to have read articles by Rus- 
sian surgeons, who on observing extensive fissuring 
of bones fractured by Japanese infantry bullets, 
have intimated that the Japanese have used explo- 
sive bullets. Similar “explosive” effects, as will 
be seen later on, are possible with any modern bul- 
let, especially at close ranges, and this proves that 
the Russian writers were not familiar with the 
character of gunshot wounds. 

The “explosive” effects will, of course, be 
greater with non-jacketed bullets, such as are still 
used in ordinary revolvers. 

Hunters of large game sometimes resort to “ex- 
press” bullets. In these bullets the point end 
(nose) of the bullet is left unjacketed. Such a 
bullet striking bone will break up, core and part 
jacket, into many parts and produce great damage, 
as is intended. 

Real explosive bullets, such as have been used 
in our civil war, produce frightful injuries. 

“Explosive” effects are also observed in organs 
containing liquids. These are purely hydrodynamic 
effects, which we will soon discuss. 

(c) Contusion wounds. The missile lacks the 
necessary energy to overcome the resistance offered 
by the skin. It is possible only at extreme ranges, 
or when the missile has been deflected in its 
course by some object (ricochet). 

(d) Penetrating wounds. Undoubtedly the ma- 
jority of wounds encountered in warfare are such 
in which the projectile enters the human body. 


There is always a wound of entrance, and if the 
missile has passed through the body also a wound 
of exit. The narrow wound produced by a mis- 
sile not producing extensive comminution of bones 
or lacerations of soft tissues is designated a chan- 
nel wound. When there is no wound of exit the 
bullet has lodged. 

(e) A bullet may strike the body in such a man- 
ner as to graze the skin and immediate subcuta- 
neous structures, producing a shallow, open chan- 
nel wound—a furrow. 

(£) Subcutaneous gunshot wounds. In very 
rare instances a missile will not perforate the skin, 
but produce injury of soft and bony tissues never- 
theless. 








Fig. 1. Diagram showing a sheapeet ball (S) passing between an 


artery (A) and associated vein (V) removing a section from either 
vessel wall. 


XI. 
HISTOPATHOLOGY OF GUNSHOT WOUNDS. 

(a) Skin. In non-penetrating shots the skin 
will ordinarily show similar changes to those pro- 
duced in civil life by ordinary trauma (e. g., blow 
by a fist or cane, etc.). There may be circum- 
scribed hyperemia, suffusion, ecchymosis, and in se- 
vere cases an eventual local necrosis. 

Penetrating wounds by jacketed, small-caliber 
missiles show in the majority of instances an in- 
cised, puncture-like loss of substance seldom larger 
than the diameter of the missile. The elasticity 
and contractility of the tissues may be responsible 
for showing a small slit. Usually the wound of 
exit is larger than that of entrance, but there are 
a number of cases on record in which the former 
was so small as to be overlooked even on careful 
search, with the result that an erroneous, prelim- 
inary diagnosis of “lodged ball” had been made. 

Shrapnel bullets, tike all other similar large- 
caliber, soft-lead, roundish missiles, produce holes 
corresponding to the diameter of the missiles which 
appear as if punched out. Here, as with the jack- 
eted bullet, much depends on elasticity and the 
character of the tissues in the path of the missile. 
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Grazing projectiles will often produce injuries 
resembling a burn. The furrows of the bullets are 
varying in depth, depending on the amount of con- 
tact. Those due to jacketed bullets will show a 
smooth channel, those due to shrapnel and similar 
prejectiles a more or less ragged condition of the 
wound. 

(b) Fascia. Almost any kind of a small-caliber 
missile passing through fascia will show only a 
slit wound, with a strong tendency of the wound 
margins to coapt. This is due to the contractility 
of the tissue. This is of especial interest to sur- 
geons because thereby the wound channel may be- 
come irregular and the fascia may prevent com- 
munication of the deep wound with the skin sur- 
face (prevention of drainage!). 

(c) Muscular tissue. Non-penetrating missiles 
may produce sorts of lacerations. Muscles in 
contraction and at rest offer very little resistance, 
which explains why missiles will be found lodged 
but very rarely in such tissue. Both the jacketed 
and shrapnel bullets produce irregular wounds. 
Large projectiles may completely sever muscles 
with their tendonous attachments. 

(d) Tendons, when perforated, show either a 
round hole or a slit-like wound, the latter predomi- 
nating. Tendons often deflect projectiles. 

(e) Bloodvessels. All perforating wounds pro- 
duce hemorrhage; hence there can be no such a 
wound without injury to the capillaries. We can 
afford to ignore them as of ro particular surgical 
interest. 

Jacketed bullets may perforate a large blood 
vessel in the sense of producing a round hole in 
larger vessels. At close ranges this missile may 
tear a blood vessel, producing extensive loss of 
continuity. Vessels may be torn across by 
schrapnel and artillery projectiles. Either mis- 
sile may tear a piece from the wall of blood 
vessel without severing the entire lumen. It is 
known that a missile may pass between a neigh- 
boring artery and vein, removing a piece from 
either, and thus bring about an arterio-venous 
aneurysm, (Fig. 1). 

The resistance of the blood vessels is not strong 
enough to stop a missile. Whatever lodged mis- 
siles have been found in blood vessels have un- 
doubtedly been checked by underlying bone, but 
it happens quite frequently that small projectiles 
are deflected by blood vessels or the latter are 
pushed aside, which accounts for the relative in- 
frequency of fatal hemorrhages on the battle field 

(f) Nerves. Non-penetrating missiles may pro- 
duce sufficient contusion to produce loss of sub- 


stance of the sheath of a nerve. Otherwise all that 
has been said about blood vessels applies also here. 

(g) Bones. Contusion will principally affect the 
periosteum to an extent of producing subperiosteal 
extravasation of blood periostitis, osteomyelitis, and 
necrosis have been observed. From a surgical 
standpoint the fractures produced by missiles are 
the most interesting. Indeed, these are so varied 
that military writers have found in their descrip- 
tion sufficient material to develop special mono- 
graphs to them. It is believed best, therefore, to 
refer the reader to the special part for a study of 
gunshot wounds of the bones. 





ECTOPIC GESTATION: REPORT OF A CASE 
OPERATED UPON BEFORE RUPTURE.* 
By Joun K. Freeman, M. D., 
Louisville, Kentucky. 


Ectopic gestation is so frequently encountered, 
and such a large number of instances has been 
recorded, that reports of isolated cases excite little 
comment unless there are features of exceptional 
interest or importance to be thereby emphasized. 
Every surgeon of average experience has doubtless 
observed cases of ectopic gestation in which it was 
impossible to make a correct pre-operative diagnosis, 
i. e., where the symptomatology indicated the pres- 
ence of a grave right intra-abdominal lesion im- 
peratively demanding operative intervention, yet it 
could not be definitely determined in advance 
whether the appendix, ovary, Fallopian tube or 
uterus was responsible therefor. However, under 
such circumstances, in so far as treatment is con- 
cerned, accuracy in diagnosis is a matter of second- 
ary importance, and immediate celiotomy should be 
undertaken. 

Under the impression that the patient suffered 
from appendicitis not infrequently has the abdomen 
been incised only to reveal an ectopic gestation, and 
the converse is equally true. The impression has 
become entirely too widespread that every acute at- 
tack of pain with muscular rigidity, in the right ab- 
dominal quadrant indicates appendicitis, and in con- 
sequence numerous erroneous pre-operative diag- 
noses have been made. While, as already intimated, 
such diagnostic errors are unimportant so far as 
treatment is concerned, yet it must be a source of 
embarrassment to the surgeon when celiotomy re- 
veals a normal appendix in a case in which the pre- 
operative diagnosis of acute appendicitis appeared 
unquestionably correct! 


*A report presented té the West End Medical Society, of Louis- 
vills, Ky., January 14, 1913. 
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A positive diagnosis of ectopic gestation prior to 
rupture is oftentimes impossible, it matters not what 
be the experience, skill and erudition of the surgeon. 
According to Hayd the diagnosis of tubal preg- 
nancy before rupture is seldom made because pa- 
tients cannot be observed sufficiently early, and usu- 
ally when an early specimen is obtained it is because 
operation was undertaken for some other pathology, 
or when a tentative diagnosis was made with merely 
a suspicion of tubal pregnancy, since a slightly dis- 
tended tube,—whether by serum, blood or pus, or 
an aberrant ovum,—may give the same objective 
and subjective symptomatology. 

Veit (1883) and Janvrin (1888) were the first to 
confirm the diagnosis of tubal pregnancy by opera- 
tion prior to rupture. “If a mass is felt in a tube, 
an operation is demanded, and will save the woman’s 
life in practically every case. There should be no 
mortality in this kind of cases, if diagnosed before 
rupture. The importance of immediate operation in 
all cases after the diagnosis is made, prior to rup- 
ture of the sac, cannot be overestimated.” Tait 
(1883) was the first to demonstrate the feasibility 
and advantages to be derived by early operation. 

The following brief report outlines a case in 
which it is believed the clinical history varies in 
several essential respects from the usual types of 
ectopic gestation, and therein may be found the 
principal reason for placing it upon record. While 
the provisional pre-operative diagnosis was ectopic 
gestation, no one could be positive until the true 
pathology was demonstrated by examination after 
the abdominal incision had been made. 


Mrs. H., aged thirty-two years, married, mother 
of one child about seven years old, no history of 
previous abortions, tubal or ovarian disease, nor 
Neisserian genital infection, had been complaining 
for a week of symptoms which induced the suspi- 
cion that she was suffering from appendicitis. When 
first seen, January 6, 1913, she was having con- 
siderable right abdominal pain which extended up- 
ward underneath the costal arch. Palpation showed 
the right kidney movable and slightly tender. Bi- 
manual examination revealed a tender mass to the 
right of the uterus, with slight enlargement and 
fixation of the organ itself. At that time fhe pa- 
tient had no elevation of temperature, and her pulse 
was normal. Her last menstruation ceased Decem- 
ber 24, 1912. She said, however, that this period 
was not natural, i. ¢., it occurred at an irregular 
time, was attended with considerable discomfort, 
and did not seem to be as copious as usual. There 
had been no discharge from the uterus since the 
time mentioned, according to the history given by 
the patient. 

The following afternoon, January 7, 1913, the pa- 
tient’s temperature had risen to 102° F., pulse 120, 
pain had been severe and continuous since the pre- 
ceding day, she was feeling decidedly worse, and 


had been unable to sleep the previous night notwith- 
standing the hypodermatic administration of sev- 
eral doses (14 grain each) of morphine. On pal- 
pating the abdomen, there appeared decided mus- 
cular rigidity on the right side, the mass to the 
right of the uterus already mentioned seemed to 
have become slightly larger, there was also evidence 
of fulness and tenderness at the McBurney’s point, 
The patient was removed to the hospital, and fur- 
ther investigation under anesthesia disclosed ‘not 
only an enlarged uterus but a distinct mass to the 
right which was suspected might possibly be con- 
nected with the appendix, but from the clinical his- 
tory and previous investigation the provisional diag- 
nosis was made of ectopic gestation which had not 
yet ruptured. 

On January 7 at eleven P. M., the abdomen was 
incised in the median line, revealing a distinct mass 
on the right side near the uterus, which proved to 
be the distended right Fallopian tube. This, to- 
gether with the right ovary, the left tube and ovary, 
and the appendix, were quickly removed. The 
right tube, split longitudinally after removal, 
shows some evidence of pre-existing inflammation. 
The site of the ectopic gestation is near the right 
uterine cornu. In the right ovary may be felt a 


solid concretion about the size of a cherry, which 
has not yet been examined. 
parently uninvolved. 

There was a small amount of sero-sanguineous 
fluid in the abdominal cavity, and evidence of con- 
gestion was everywhere apparent. 


The appendix is ap- 


There occurred 
during the operation considerably more hemorrhage 
than is usually seen in this class of cases. While 
not so clearly observable now by macroscopical ex- 
amination, when the right tube was opened it con- 
tained a mass of whites shreds (débris) which were 
no doubt the fetal remains. 

This case presents a few unusual clinical feat- 
ures. The elevation of temperature occurred with- 
out suppuration, there being no pus in the abdominal 
cavity, nor did the tube show any evidence thereof 
except the slight appearance of former inflammation 
already noted. The day following operation the 
pulse and temperature had declined to normal, and 
both have remained so since. There had been no 
history of discharge from the uterus at any time 
since the last menstruation, and no decidual rem- 
nants were discovered during the several examina- 
tions made prior to operation. 

After reviewing 214 cases of ectopic gestation, 
Coues concludes that “irregular flowing” is an im- 
portant symptom of extra-uterine pregnancy, where- 
as the casual relationship of a long period of steril- 
ity is not borne out by statistics. That cystic 
ovaries, disease of the opposite tube, adhesions, or 
previous miscarriage occurred in over 83 per cent. 
of 202 cases is suggestive, and agrees with author- 
ities concerning the possible relationship of such 
conditions to extra-uterine pregnancy. That in only 
26.5 per cent. of 207 cases was the pain sudden, and 
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that temperature was 100° F. or over in 43.4 per 
cent., and 101° F. or over in 14.4 per cent., are also 
points of interest, since it is ordinarily supposed 
these patients rarely have fever. Some observers 
claim active hemorrhage at operation occurs so 
rarely as to be practically negligible, yet it occurred 
in 4.4 per cent. of all operated cases in this series. 


v. Franque and Garkisch conclude (a) that con- 
genital or acquired diverticula are a cause of extra- 
uterine pregnancy, (b) that interstitial pregnancy 
is possible without the existence of a diverticulum 
or salpingitis nodosa; the cause being a narrowing 
of the tube lumen, or development of folds in the 
uterine end of the tube, (c) that decidual reaction 
is proved to exist in the intermuscular connective 
tissue in a tubal pregnancy, also that a true decidua 
basalaris and capsularis develop in such cases. 

Fehling observed 170 instances of ecoptic gesta- 
tion during nine years at the Strassburg Klinic, and 
130 at Halle. In 43 of the 170 cases there was 
rupture with free bleeding in the abdomen, in 7 rup- 
ture of sacculated hemorrhage, 93 were tubal abor- 
tions with hematocele formation, and 3 were hema- 
tocele which ruptured subsequently. The remaining 
24 were operated upon before rupture.* None of 
the mothers were lost in tubal abortion with hemor- 
rhage, but of the 50 ruptures with free abdominal 
bleeding 7 died. That only 22 of the 170 women 
had never before been pregnant argues against the 
prevalent theory that infantile tubes are potent 
etiological factors in extra-uterine pregnancy. In 
nearly half the cases where careful examination was 
possible, the opposite adnexa were diseased,—endo- 
salpingitis, with closure of the tube, adhesions, 
hematosalpinx, small cysts, etc. The author believes 
the tendency to extra-uterine pregnancy is increased 
by previous Neisserian infection and unnecessary 
intra-uterine manipulation during labor, and that 
“manual removal of the placenta is especially per- 
nicious!” Patients free from Neisserian infection 
properly cared for during labor are rarely the sub- 
jects of extra-uterine fetation. In one thousand 
private cases Fehling encountered only ten exam- 
ples of ectopic gestation. 

Hunner states that in 3,300 patients in the gyne- 
cological service at Johns Hopkins Hospital there 
were but 34 cases of pregnancy outside the uterus, 
eight of which were diagnosed before rupture, six 
being operated upon in the unruptured state. The 
only death was from intestinal paresis and obstruc- 
tion. “The diagnosis having been made of ectopic 





* The abstract from which these data were obtained does not 
show in what proportion of instances, if any, a correct diagnosis of 
ectopic gestation was made before celiotomy was undertaken. Un- 
fortunately the original article is not available for review. 








pregnancy before rupture, operation should follow 
at the earliest possible moment.” 

According to Barrett, migration of the ovum may 
be retarded or prevented by (a) absence or diminu- 
tion of the cilial wave, (b) absence or diminution of 
peristalsis, (c) tortuosity, (d) constrictions, kink- 
ings, and narrowing of the lumen, (e) blind pockets, 
(f) transmigration of the ovum, (g) tumors in the 
wall and polypi in the lumen of the tube. He shows 
that Abel, Kreisch, Runge v. Franque, Garkisch, 
and later Hohme, laid considerable stress upon con- 
genital hyperplasia as a causative agent in ectopic 
gestation, that Duhrssen attached importance to 
puerperal hyperinvolution as a factor in narrowing 
the tube and lessening peristalsis, but there is abun- 
dant evidence to indicate that infection (especially 
gonorrheal) is a frequent cause of the conditions 
mentioned. Virchow, Schroeder, and Tait, first em- 
phasized this, and their views were corroborated 
by many observers, e. g., Martin, Kuster, Olshau- 
sen, et al. Nearly 69 per cent. of Duhrssen’s pa- 
tients and 66 per cent. of Mandl and Schmidt’s 
showed evidence of having had Neisserian infection, 
whereas all of Ott and Petersen’s patients gave 
history of inflammation. The author cites statistics 
of Schauta, Martin, Parry, Chogan, Newell, Tin- 
steur, Gobiet, Jacobs, et al., to substantiate what is 
distinctly apparent to every surgeon with even 
limited experience, viz., that in ectopic gestation 
early diagnosis and prompt celiotomy are of the 
greatest importance if material prolongation of the 
life of the patient is to be accomplished, although 
it is admitted without disputation that recovery oc- 
casionally takes place without operation. Barrett’s 
conclusions are: 

(1) In a study of implantation and growth of 
the ovum there are grounds for the conception that 
the ovum is a parasite living at the expense of its 
host ; 

(2) Previous pelvic disease, frequently of gonor- 
rheal origin, seems to play an important part as an 
etiological factor ; 

(3) A study of the pathology indicate that in the 
case of extra-uterine pregnancy the parasitic growth 
develops malignant tendencies due to the incapacity 
of the maternal tissues to cope with it; 

(4) The extra-uterine ovum is suicidal and matri- 
cidal in its tendencies ; 

(5) The risk to the mother is largely though not 
entirely that of hemorrhage ; 

(6) Less frequent causes of death or morbidity 
are, sepsis, obstruction of bowels, embolism, fistulz, 
etc. ; 

(7) The prognosis for the ovum is so uniformly 
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bad that it should receive no consideration. except 
in cases of a viable embryo, when early removal 
should be urged in the interests of both mother and 
child ; 

(8) The menace of extra-uterine pregnancy to 
’ the life and health of the host is so great that an 
early diagnosis and prompt removal of the ovum is 
of prime importance ; 

(9) An extra-uterine pregnancy should be 
thought of when a woman of child-bearing age gives 
the history of sudden, severe pain in the region of 
the ovary with a “show” or hemorrhage from the 
uterus, accompanied by collapse, and evidences of 
concealed hemorrhage, a pelvic mass helps to con- 
firm the diagnosis ; 

(10) The more urgent the symptoms, the g~-ater 
the need of operation, as the collapse is due to 
hemorrhage and vessels may still be bleeding or 
hemorrhage may be resumed; 

(11) The clinical evgdence is that patients do die 
of hemorrhage, experiments upon dogs to the con- 
trary notwithstanding ; 

(12) Pathology indicates, and clinical evidence 
teaches, that prompt surgical measures will de- 
cidedly lower the mortality ; 

(13) Suprapubic instead of vaginal incision 
should be chosen in all unruptured cases, and in 
most old cases unless contra-indicated by sepsis or 
pus accumulation ; 

(14) No vaginal puncture or exploration should 
be undertaken for diagnostic or therapeutic pur- 
poses unless preparations have been made for im- 
mediate laparotomy. 

Forssner’s statistics show (1) 160 operative and 
34 non-operative cases; of the former ten died, 
while among the latter there was no mortality, 
(2) 164 operative cases with two deaths, and 36 
non-operative with no deaths, (3) 434 cases with 
16 deaths, of these 388 were operated with mortality 
of 3.9 per cent. Notwithstanding the favorable 
non-operative statistics, the author concludes the 
most important point in the treatment of extra- 
uterine pregnancy is immediate operation even 
though the patient be in shock. 

Essen-Moller advocates immediate celiotomy in 
every case of extra-uterine pregnancy that is diag- 
nosticated, basing his opinion upon 48 operated 
cases with but one death. He believes immediate 
operation will save most of these patients, whereas 
expectant treatment will result in many deaths from 
uncontrollable hemorrhage. “There is never a 
moment when the patient is not risking her life 
from hemorrhage.” Expectant treatment necessi- 
tates later operation when success is less likely than 





in the beginning, and prolonged convalescence dur- 
ing which the patient must remain in bed is the 
logical result. Statistics cited to demonstrate the 
advantages of expectant treatment are misleading 
because they embrace many erroneous diagnoses. 
Immediate celiotomy entails no more risk than de- 
ferred operation. 
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ABDOMINAL PAINS. 

With certain precautions, the general rule that 
persistent abdominal pain, unrelieved by rest and 
starvation, requires the abdomen to be opened, will 
often be the means of saving life, though very 
rarely it may lead to an unnecessary operation. By 
persistent abdominal pain, in relation to the acute 
conditions we are considering, is meant pain with 
an abrupt onset in a patient who has been in good 
health, which persists for more than twenty-four 
hours, although the patient has been kept in bed on 
the lightest possible diet. 

Such conditions as lead colic, tabes dorsalis, 
tuberculous spine and aneurysm must be borne in 
mind, and each can usually be excluded by the ab- 
sence of characteristic signs. 

The only condition likely to be mistaken for in- 
testinal obstruction, in which operation will lead to 
disaster, is the acid intoxication of children.—R. M. 
LesLie in The Medical Press and Circular. 





AMERICAN 
JOURNAL OF SuRGERY. 


270 


CARR—FLAatT-Foot. 


Juty, 1913. 





AN OPERATION FOR FLAT-FOOT.* 


REPORT OF AN INTERESTING AND SUCCESSFUL UPER- 
ATION ON A TRAUMATIC CASE. 


W. P. Carr, M.D., 
WASHINGTON, D. C. 


Sawing through the os calcis, between the ankle 
joint and the attachment of the tendo Achilles, slip- 
ping the sawn portion of bone downward three- 
fourths of an inch, and nailing it there, is an oper- 
ation not difficult nor dangerous. 

It gives a good arch to a previously flat foot, a 
good heel to support the main weight of the body, 
and, in the one case in which I tried it, gave such 
excellent results that I feel justified in reporting it. 

I do not know whether the operation is original, 
or whether it has been done before, nor whether it 
would be useful in gradually acquired or congenital 
cases. 

It does, however, give so firm a heel and so good 
an arch that I hope it may prove useful in any ex- 
treme case of pes planus. 

My case is briefly as follows :— 

J. E. V., white, male, aet. 37, electrician, fell from 
a scaffold in March, 1909, crushing both heels. 

I saw him first three years later. He walked 
with difficulty, with the aid of two canes, was un- 
able to do any work and suffered great pain when 
he walked more than a few hundred yards, or when 
he stood on his feet. 

He was wearing steel arches, in both shoes, spe- 
cially made from casts of his feet, and thought 
they helped him a little. He was very anxious to 
have something done. . 

Upon examination I found both feet unusually 
long, slender, weak, and perfectly flat. There was 
absolutely no arch when he stood up, and even 
when sitting with no weight upon his feet, a ruler 
laid on the sole touched every point from toe to 
heel. 

The accompanying radiograms, taken shortly 
after his injury, and three years later, show the 
conditions very well. 

I proposed the operation that was later done, as 
the only thing that I thought offered any chance 
of relief and with a hope, but no promise, of ben- 
efit. The operation was readily accepted and was 
done at the Emergency Hospital April 3, 1912. 

A curved incision three inches long was made 
behind the outer malleolus down to the os calcis, 
which was easily exposed by slight dissection, and 
divided close to the ankle joint with a modified 
Wyeth saw. 

I know no other instrument with which this 
could be easily done. It would be difficult to get 
a Gigli saw around the bone. But with Wyeth’s 


* Read before the Southern Surgical and Gyn. Association, De- 
cember 18, 1912. 


saw, or my modification of it, the division of the 
bone is easy. The divided posterior part of the 
os calcis was easily slipped down three-fourths of 
an inch on the left foot; but on the right this could 
not be done until the tendo Achilles had been 
obliquely divided and lengthened. This was read- 
ily done through the same incision used for sawing 
the bone. 

The sawed bone was nailed in its new position 
through a half-inch incision over the heel with an 
ordinary wire nail, two and one-half inches long, 
and the improvement in the shape of the foot was 
noticed at once. A very good arch was formed. 

Both feet were put in casts in extension. Pri- 
mary union resulted, and in a month all the ten- 
derness had disappeared, and the casts were re- 
moved; but the patient was not allowed to walk 
until six weeks had elapsed. He was then able 
to walk much better than before the operation, and 
has continued to improve. He lives two miles from 
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Note the absence of arch, on 
aces and back of heel. 


Fig. 1—Left foot before operenen 
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his place of work and now walks in and out every 
day. He walked two miles a few days ago, car- 
rying a heavy load of books without pain or dis- 
comfort, and is greatly pleased with the result of 
the operation. 

The nails were removed five months after the 
operation, as they caused some pressure on the 
shoes. 

Sliding the heel downward in this way not only 
gives a good arch and a firm heel, and takes the 
pressure off the tender part of the soles; but it also’ 
puts a greater tension upon the lax plantar liga- 
ments, and tends in that way to preserve the arch. 
This tension may be increased by sawing through 
the bone somewhat obliquely, making the upper 
part of the saw cut closer to the ankle joint and 
the lower part of the saw cut closer to the extremity 
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of the heel, so that the sawed bone in being pushed 
downward will also be forced backward. But this 
must be done at the expense of the weight-bearing 
surface of the new heel, and sufficient tension on 
the plantar ligaments will usually occur from sim- 
ply forcing the sawn fragment downward. . 

The question is whether, in gradually acquired 
cases, the new formcd arch will last, or whether 
the same conditions which produced the flat foot 
will not reproduce it. Still there could hardly have 
been a weaker or more unfavorable pair of feet 
for operation than my patient had and he is show- 
ing no signs of relapse after walking for six months 
an average of three or four miles a day. 

In this case it is true that the flatness of the foot 
was largely due to a traumatic displacement of the 
heel, but as will be seen in the skiagrams there was 











Note the improve- 





Fig. 2—Left foot—6 weeks after operation. 
ment in both arch and heel. 


also relaxation of the plantar ligaments and faulty 
moulding of the tarsal bones, which with the long, 
slender, weak feet make the condition almost iden- 
tical with gradually acquired pes planus. And I am 
inclined to believe that the giving of a firm project- 
ing heel and taking the pressure off the plantar 
nerves and vessels have ‘had much to do with the 
good result and that these factors would equally 
obtain in any severe case of flat foot. Most cases 
can probably be satisfactorily treated by moulding 
the feet forcibly and retaining them in proper posi- 
tion with plaster casts and afterwards with steel 
springs. But for those not improved by such treat- 
ment I would recommend a trial of this operation 
under very strict asepsis. 


1418 L Street N. W. 


RETRO-PERITONEAL SARCOMA WITH 
RECOVERY; A CASE REPORT. 
Cuartes E, Tart, M.D., and H. G. Jarvis, M.D., 
HARTFORD, CONN. 


Mrs. P. A. B., age 47, married, resident of South 
Manchester, Conn. Family history negative as re- 
gards malignancy, tuberculosis or insanity. Her 
own present history was somewhat as follows: 
We first saw the patient on June 3, 1912. For 
quite a few years she has had a sense of fullness 
in the right side of the abdomen, with some back- 
ache, she has noticed also a slowly increasing mass 
in this area. Four years ago she was operated on 
by another surgeon who made a low median in- 
cision, supposing that she had a fibroid of the 
uterus on the right side. To his surprise he found 
that the tumor involved the right kidney, which 
was slightly larger than normal and located in the 
right pelvis. Not having made a functional test of 
both kidneys, nor having the consent of the family 
for further operation and believing, as stated, that 
the tumor involved the kidney, he postponed the 
operation. After a few days, cystoscopy of both 
ureters by Dr. C. S. Stern, of Hartford, demon- 
strated that both kidneys were functionating nor- 
mally, but the patient refused operation at this time. 
Since then, the patient has eaten well, has had no 
urinary symptoms and has felt fairly well, except 
for quite marked backache at times and soreness of 
lumbar muscles, apparently due to muscle strain, 
caused by the large mass in the abdomen. 

Examination showed a well developed and nour- 
ished woman, weighing 135 lbs., chest negative. 
Vaginal examination revealed a lacerated cervix, 
uterus slightly larger than normal, easily isolated 
from a hard nodular mass, which filled the pelvis 
and greater part of the abdomen and extended up- 
ward to the edge of the ribs, an dto the left, half- 
way between the navel and the anterior superior 
spine. On palpation of the abdomen, the superior 
part of the tumor seemed to fluctuate. The ascend- 
ing colon was very apparent to palpation and lay 
to the left as far as the umbilicus. Veins of the 
right leg were moderately varicosed. Cystoscopy 
and catheterization of the right ureter showed that 
the right kidney was secreting normal urine. We 
were unable to locate the left ureter. Urine from 
the bladder was negative. 

Operation: Ether anesthesia. On account of the 
enormous size of the tumor and the location of the 
ascending colon, it seemed wise to attempt removal 
by the anterior route; consequently an incision was 
made at the outer side of the right rectus muscle 
which enabled one to approach the mass on the 
outer side of the colon and extraperitoneally. On 
entering the abdomen, a short incision was made 
through the peritoneum in front of the colon, to 
permit introduction of the hand, that we might 
determine the condition of the left kidney. This 
seemed to be in normal position and apparently 
normal in size and consistency. Three small sub- 
peritoneal fibroids, the size of peas, were present 
on the fundus of the uterus. The tubes and 
ovaries were normal. The gall-bladder seemed to 
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be buried in a mass of old adhesions, although 
nothing very definite was made out on account of 
the difficulty in pushing the tumor out of the way. 
The peritoneum was then sewed up and the tumor 
was enucleated from its fibrous capsule, the latter 
being traversed by a network of enormous veins. 
The tumor was delivered through the incision with 
a moderate amount of bleeding. The pulse which 
had averaged 90, now ran up to 150 and became 
very thready. Lowering the patient’s head and 
subcutaneous stimulation promptly brought the 
pulse back to good condition. On proceeding with 
enucleation of the tumor; which up to this time we 
were inclined to think a part of the kidney, we 
found it closely attached by its fibrous capsule to 
the inner side of the right kidney, at a point just 
above the entrance of the renal vessels. On fur- 
ther separation, a rent (one and a half inches long) 
was made in the renal tissues, which necessitated 
three mattress catgut sutures. Suspension sutures 
were passed through the lumbar fascia into the 
capsule of the right kidney which was anchored as 
high up as possible. The capsule of the tumor 
seemed to arise from the lumbar and renal fascia. 
The complete enucleation of the tumor, did not at 
first seem possible but it was finally accomplished. 
A large rubber wick drain was inserted in a stab 
wound in the right flank. Abdominal wall was 
closed without drainage. The patient made an un- 
eventful! recovery, except for a slight subcutaneous 
emphysema around the wound, which cleared up in 
a few days. 

Gross Anatomy: Rather rounded, firm tumor 
about the size of a man’s head, weight 6% Ibs. 
Cuts rather easily. Under the microscope, it shows 
itself to be a typical, large, spindle-cell sarcoma, 
with quite a little fibrous tissue scattered through it. 

Sarcomata of this region are either primary or 
secondary. Secondary ones may be metastases 
from any locality, but generally from the ovaries, 
testes or lower extremeties. The origin of the 
primary tumors is often obscure. They usually 
arise from fascia, periosteum, vessel sheaths, glands 
or misplaced genito-urinary rest. Some writers, 
notably Koenig, consider the slow growing sarco- 
mata fascial in origin, while the more rapid variety 
arise from the glands. The one reported here, 
evidently arose from the renal fascia of the right 
side. According to the cases, in which the side has 
been reported, the right side seems to be the more 
common site of origin. This case is reported for 
two reasons: (1) Comparative rarity of a sarcoma 
in this region. (2) Difficulty of diagnosis. 

(1) In 1904, Steele counting his own cases and 
those collected from the literature, was able to re- 
port 96 cases. In looking over the literature from 
that time on, we were able to find what are, un- 
doubtedly, nine cases more of true retroperitoneal 
sarcomata. Thus, up to date, there are one hundred 
and six cases of retroperitoneal sarcomata reported, 
including the one mentioned in this article. 


(2) The diagnosis is difficult, often impossible. 
It is differentiated from tumors of the pelvic organs 
by the ability to separate new growths from these 
organs; from intraperitoneal growths, often by the 
fact that the colon tympany is pushed towards the 
center of the abdomen, leaving a dullness in the 
flank, while the other side presents a normal flank 
tympany; from renal tumors, by the absence of 
urinary changes. Tumors from this region may 
cause constipation and localized edema (as of one 
leg), depending a great deal upon the size and loca- 
tion of the mass; also at times they may present 
symptoms referable to the gall-bladder. 

Generally, although not always, these cases pre- 
sent cachexia common to all malignant diseases. 
They may have a slight fever, thus leading one to 
think that the mass is a retroperitoneal glandular 
tuberculosis. Although this condition is rather rare, 
nevertheless, in abdominal tumors, its possibility 
must always be considered. 





OBSTRUCTION OF SMALL INTESTINE 
DUE TO ADHESION OF STOMACH TO 
PERETONEUM IN LESSER PER- 
ETONEAL CAVITY; DIVI- 

SION OF ADHESION ; 

CURE. CASE 
REPORT. 

S. C. Mason, M.D., 
HERMANSVILLE, MICH. 


Mrs. A. P., aged 35, born in Sweden, three chil- 
dren. Well until 20 years ago, when she developed 
symptoms suggestive of gastric ulcer, accompanied 
by severe cramp-like pain in epigastrium and occa- 
sionally by convulsions. 

I first saw her January 9, 1913. She had been 
having almost. constant pain for over two weeks 
and vomiting of almost everything swallowed. 
She had been much relieved three days previously 
by a dose of castor oil, which produced a good 
movement after much pain. She complained of 
intense epigastric pain. Pulse 90, temperature 
97.6°, respirations 20. There were localized tym- 
panites in the left hypochondrium, tenderness in 
the epigastrium, and no visible peristalsis. Exam- 
ination otherwise negative. Diagnosis, obstruc- 
tion in upper jejunum. 

At operation the proximal eight inches of jeju- 
num were found distended and edematous. The 
rest of the bowel was of normal appearance. The 
roof of the greater peritoneal cavity was found 
drawn way up, causing the obstruction. The lesser 
peritoneal cavity was opened through the gastro- 
colic omentum and a peritoneal band was revealed 
running from the left lower portion of the cavity to 
a point high up on the posterior wall of the stom- 
ach, the site of an old ulcer. Division of this band 
relieved the obstruction. Normal convalescence. 
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THE ABUSE OF THE UTERINE CURETTE. 

For many years the belief was accepted, and it 
still prevails in the rank and file of practitioners, 
that leucorrhea is usually caused by ‘“‘endometritis” 
and that its proper treatment, in persistent cases, 
is curettage of the uterine mucosa. Gynecologic 
pathology has taught that “endometritis,’ as com- 
monly conceived, does not exist, and that “leu- 
corrhea” proceeds most of the time from cervicitis, 
sometimes from adnexal disease, and observant 
gynecologists have learned that these are usually not 
relieved by uterine curettage. Even among those 
who ought to know better one still sees curettage 
made a routine procedure in all plastic operations 
on the cervix, vagina and perineum, with or without 
the doubtful excuse of an “endometritis.” In the 
face of modern teachings this is no more rational 
than would be curettage of the nasal mucous mem- 
brane as a part of an operation for hypertrophied 
turbinate or polypus. 

But if to curettage of the endometritis for leu- 
corrhea or as a routine step in dilatation or suture 
of the cervix, etc., there were no greater objection 
than that it is useless, much more serious is the 
objection to its all too common employment in in- 
fected cases, post-partum and post-abortum. In 
these conditions the curette, especially the sharp 
curette in the hands of the inexpert, becomes a 
weapon of great danger. 


The experiences of large obstetric clinics have 
shown that fragments of secundines, unexpelled at 
birth, usually come away spontaneously, and, mean- 
while, if the local management has been aseptic, 
they do no harm. If a portion of the placenta is 
unexpelled it should be removed with the gloved 
fingers or, very gently, with a blunt instrument—a 
procedure that should not be called curettage. 
Routine curetting of the uterine cavity after full- 
term delivery or abortion, as a treatment for bleed- 
ing of pyrexia, is bad, because it may cause infec- 
tion in the one condition and spread it in the other. 

We were much pleased to note, in a recent pub- 
lication, a sensible and observation-founded protest 
against the abuse of the curette by R. T. Frank 
(New York Medical Journal, April 19, 1913), 
whose pathological studies and clinical experience 
entitle him to speak authoritatively. His records 
ot 2,000 consecutive dispensary patients showed that 
more than one in every five of these had been cu- 
retted at some time, and of those who had had 
abortions almost half had been treated by curettage! 

In the treatment of induced, especially infected 
induced cases, Frank advises against intrauterine 
manipulation in most cases. When the removal of 
débris is indicated it should be done manually, if 
possible, and at a single sitting. 


In spontaneous abortion “the patients may bleed for days 
without any marked rise of temperature, if not interfered 
with. These are the common class of cases, to which the 
general practitioner is called at some unearthly hour. be- 
cause of bleeding. If he is inexperienced he will be 
alarmed by the profuse hemorrhage, examine hurriedly 
with septic fingers, pack the uterus ro vagina in haste, and 
convert a clean case into an infected one. No such hurry 
is indicated. Up to the fifth month women almost never 
lose a fatal or even harmful amount -of blood within 
twelve hours. After the fifth month profuse hemorrhage 
is most often due to placenta previa or premature detach- 
ment of the placenta. But abortion after the fifth month 
almost invariably takes the form of normal labor in 
miniature, and requires no interference, or only such 
measures as apply to labor at term. Should the 
hemorrhage prove too profuse and persistent, in spite of 
palliative measures, the uterine cavity may be aseptically 
packed with iodoform gauze, left in situ for twelve hours, 
and then emptied at leisure and with due regard for 
asepsis. Curetting, however, can then usually be dis- 
pensed with, as the chorion is expelled with the gauze. 

= 5 The subsequent post-abortum bleeding may 
prove annoyingly persistent and profuse. It also, how- 
ever, in the absence of infection, usually disappears under 
nonoperative treatment. . The idea that the decidua 
of the early months which is left behind, must be removed 
by currettage before complete involution can take place, 
is fallacious. When the ovum and its membranes are ex- 
pelled the decidua gradually resumes its resting character 
of normal uterine mucous membrane from which it de- 
veloped under the stimulus of pregnancy. Unnecessary 
removal of the decidua converts the interior of the 
uterus into an unprotected and poorly drained open 
wound. From personal experience I now know that these 
patients later conceive again, and carry to term even more 
frequently than such women as are curetted.” 

Concerning inflammatory conditions Frank 
notes that: 


“4 . . Of 200 patients curetted, post-abortum, fifty 
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or twenty-five per cent showed inflammatory (parametric 
or tubal) lesions, while in an equal number, not curetted, 
only twenty-four, or twelve per cent, evinced such mor- 
bid changes. This proportion is not accidental and is fully 
borne out by the experience of many clinicians. It is 
almost of daily occurrence to have patients referred to 
the dispensary with recommendation for curettage, al- 
though no indications, but rather numerous contraindica- 
tions, exist. It is true that these women suffer from 
irregular or profuse bleeding, but examination in a fair 
number of them shows that the hemorrhage is due to 
parametric inflammations, chronic gonorrheal cervicitis, 
pus tubes, or chronically diseased adnexa with adherent 
retroflexions.” 


We agree with this writer that the most important 
service of the curette is in the management of 
menorrhagia, metrorrhagia, and, especially, past- 
climacteric hemorrhages. Here curettage is often 
very useful, not only therapeutically, as in the met- 
rorrhagia of submucous fibroids, but especially diag- 
nostically, as providing a means of early microscopic 
diagnosis of malignant growths.—W. M. B. 





UTERINE DISPLACEMENT. 

The abuse of curettage is not the only sin of 
meddlesome pelvic surgery. The “displaced” uterus 
has long been a bogy, the fatuous chase of which 
also deserves a remonstrance. Just as the modern 
submucous operation for its correction has recently 
discovered in the deviated nasal septum a multitude 
of etiologic vices, so the innocently deviated uterus 
has all too often been made the victim of operations 
tor the relief of symptoms which it did not cause. 
The womb is rather loosely suspended in the pelvis 
and we do not believe that there is any “normal 
position” in which it should be obliged to lie. 

Retrodisplacement is often associated with back- 
ache, bearing-down pains and constipation. That 
such a position of the uterus sometimes causes these 
pains is undeniable. That it may bear some causa- 
tive relation to constipation is perhaps also true; 
but that the mere pressure of the uterus against the 
rectum can, by itself, cause constipation—as is so 
commonly taught—we believe to be an absurd notion. 
We have seen a large fibroid tumor wedged in the 
pelvis and apparently tightly compressing the rec- 
tum of a woman who was never constipated—until 
after the hysterectomy. 

Elevation of the uterus by pessary or operation 
often cures the pains and other symptoms—but by 
no means always. The association of uterine retro- 
displacement with backache and pelvic pains is not 
evidence of cause and effect. How often one finds 


marked retrodisplacement, even marked retro- 
flexion, without these or any other pelvic 
symptoms. 


It is quite true that anteflexion, long conical 
cervix, and narrow cervical canal, are often asso- 
ciated with dysmenorrhea and sterility. It is also 





true that dilatation of or plastic operation on such 
a cervix sometimes cures the dysmenorrhea or ster- 
ility. But it is equally true that uteri of the same 
shape and fashion are often found in women who 
are neither dysmenorrhoic nor sterile. 

We have no protest against the plastic operations 
for anteflexion or the round-ligament and other 
operations for retrodisplacement; but we suggest 
the unwisdom of advising these operations without 
painstakingly excluding other causes for the symp- 
toms they are intended to relieve—W. M. B. 





Surgical Suggestions 











Bilateral inguinal herniae in female infants often 
contain the Fallopian tubes and the ovaries. 





The absence, for a long period of time, of all 
signs of local infection in a case of purulent pros- 
tatitis, is strongly suggestive of a calculous eti- 


ology. 


Mistakes in diagnosis are sometiines made by ac- 
cepting a negative Wassermann reaction as exclu- 
sive of syphilitic infection. 





Pyelography will sometimes demonstrate the 
cause of a renal colic when radiography, cystoscopy 
and examination of the separated urines have 
shown nothing. 


In determining between malaria and pyogenic in- 
fection as the cause of a chill and pyrexia a leuco- 
cytosis of 20,000 or less does not necessarily ex- 
clude paludism; it is sometimes found at the outset 
of a malarial attack. 


Now that we are able to definitely establish a 
diagnosis of chancre by smear and by blood test, 
there is no longer any reason why a genital “pri- 
mary sore” should not be excised. On the contrary, 
the prompt removal, by this means, of its many 
contained spirochete is highly desirable. 





If a radiograph of the unemptied bladder, ex- 
posed with the patient in the level supine or re- 
versed Trendelenburg position, shows a shadow or 
group of shadows in the region of the neck of the 
bladder, and a second radiograph, exposed with the 
patient in the Trendelenburg position and_ the 
X-rays passing in the same relative direction, shows 
the shadow in the same place as before, the stone 
or stones are fixed in the prostrate or the prostatic 
urethra or in a diverticulum behind the prostate. 
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Recent studies as to the standards of obstetric 
education indicate that our medical institutions 
have been somewhat lax in placing obstetrical 
training upon a high theoretical and practical 
basis. At the present time the average student 
in medical schools has an insufficient opportu- 
nity to witness or participate in normal obstetric 
procedures. There may be sufficient opportunity 
for witnessing unusual operations from the 
amphitheatre benches but there is a Wack of 
facility for practical training in the conduct of 
normal labor. 

The question is frequently raised as to 
whether in the present day and generation labor 
is a normal function. Such a careful man as 
DeLee does not hesitate to say that it should be 
but is not. It is of striking importance, especial- 
ly from the standpoint of social economy to 
realize that fully 8,500 women annually die in 
childbirth. This does not include the mortality ensu- 
ing from injuries received during labor nor from the 
diseases acquired during pregnancy or the puer- 
perium. A conservative estimate would place the 
number of deaths from the direct and indirect 
causes of labor at 20,000. In addition to these 
unfortunate figures one must bear in mind the 
invalidism and weaknesses resulting from in- 
juries during childbirth. Lacerations, malposi- 
tions, congestive conditions of the genital organs, 
all produce post-partum results that add to the 
discomfort, unhappiness, and distress of a large 
part of the women who have undergone mater- 
nity. 

Any therapeutic agent which will serve to 
lessen the mortality or the debilitating effects of 
childbirth should be welcome to the obstetrician 
as well as being of immense value to the feminine 
portion of the community. Pituitrin bids fair to 
be of unusual service in conservative obstetrics. 
A therapeutic agent capable of lessening the 
necessity of surgical interference possesses a 
wide scope of usefulness. 

Gruenbaum (Munch. med. Wochenschr., Sep- 
tember, 1912) has emphasized the fact that 
pituitrin frequently obviates the necessity of ap- 
plying forceps. Aubert has demonstrated in the 
Maternity Hospital of Geneva that the percentage 
of forceps operation has fallen within one year 
from 5 to 2.26, as a result of the use of this 
agent. Vogt has stated that the use of this drug 
in cases of contracted pelves has lessened the 
necessity of a forcep operation in his experience 
in Dresden. Liepman has enthusiastically ad- 
vocated that forceps should not be used until 
after the hypophyseal extract has been used. He 
even believes that Cesarean section should not be 
attempted previous to the administration of this 
therapeutic agent. Apparently the prophylactic 


value of this new agent represents a field of 
activity which requires thorough investigation 
with a view to determining its exact place in the 
prevention of the severe obstetrical procedures 
which are all too frequent at the present time. 

If pituitrin succeeds in lessening the use of 
forceps it will have accomplished a great result. 
Vogt, Hamm, Studeny, and various other obstet- 
ricians have brought very suggestive evidence 
to indicate that, in their experience at least, the 
necessity of using forceps has been reduced to an 
almost negligible minimum. .The value of the de- 
creased frequency of forceps operation is manifest 
not only in the decreased harmful results upon 
the mother but also in the prevention of lacera- 
tions, contusions, hemorrhages and_ paralyses 
among the infants. 

The social significance of pituitrin is enhanced 
in that while it is effective in producing uterine 
contractions after labor has begun, it apparently 
is of no service for the induction of an abortion. 
Its prophylactic value in lessening the injury to 
the mother and to the child recommends it as a 
therapeutic agent worthy of consideration by the 
conservative obstetrician. The verdict of the 
investigations is that its administration rarely 
produces any harmful action upon either the 
mother or the child. The exact place which this 
drug will occupy in obstetric practice is still sub 
judice. In the interests of society it is to be 
hoped that the performances of the future will 
substantiate the promises of the present. 
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Appendicitis. Its History, Anatomy, Clinical Etiology, 
Pathology, Symptomatology, Diagnosis, Prognosis, 
Treatment, Technic of Operation, Complications and 
Sequels. By Joun B. Deaver, M.D., Sc.D., LL.D., 
Professor of the Practice of Surgery, University of 
Pennsylvania, etc. Fourth edition. Octavo; 379 
pages; 14 illustrations. Philadelphia: P. BLAKIsTON’s 
Son & Co., 1913.° Price, $4.00, net. 


Like Kelly’s exhaustive treatise on appendicitis, so 
Deaver’s also elaborate work on the same subject has been 
very much condensed and somewhat simplified in its latest 
edition. The present volume is of convenient size, yet 
sufficiently complete as a thoroughly practical treatise. 

The most important changes noted in the text are those 
concerning the operative management of peritonitis (in 
which it is interesting to note that Deaver, like many other 
surgeons, has abandoned irrigation and attempts at drain- 
ing any except distinct abscess cavities), and the recent 
observations concerning the mort unusual manifestations 
of chronic appendicitis, Lane’s kinks, Jackson’s mem- 
brane, etc. 

The text shows careful revision throughout, and in its 
present form the book will continue to hold popularity as 
a practical and réliable manual. 


Surgery. Its Principles and Practice. By various au- 
thors. Edited by WutttAmM Witttams Keen, M.D., 
LL.D., Emeritus Professor of Surgery, Jefferson 
Medical College, Philadelphia. Volume VI. Large 
Octavo; 1177 pages; 519 illustrations. Philadelphia 
and London: W. B. Saunpers Co., 1913. Cloth, $7.00. 


The five volumes of Keen’s System of Surgery appeared 
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from 1906 to 1909. This sixth, equally large volume, is a 
supplement to the others, in which the various authors 
(with a few changes) have prepared a review of the most 
important advances that have taken place in their respect- 
ive subjects. The book is therefore a comprehensive and 
carefully prepared statement of the progress of surgery 
in the last few years, the various summaries bringing the 
subjects quite up to date. Volume VI is thus a valuable 
addition to any surgical library, with or without the other 
five books of the series. The publication, from time to 
time, of such supplements would be desirable for all large 
medical “systems,” the cost of which emphasizes the pur- 
chaser’s regret at the rapidity with which they otherwise 
become obsolete. 


In addition to its excellent text, this volume contains an 
elaborate general index to the entire work. 


The Operating Room and the Patient. A Manual of 
Pre- and Post-operative Treatment. By Russe. S. 
Fow ter, M.D., Chief Surgeon, First Division, German 
Hospital; Surgeon, Methodist Episcopal Hospital, 
Brooklyn, New York City. Third edition. Octavo; 
611 pages; 212 illustrations. Philadelphia and Lon- 
don: W. B. Saunpers Co., 1913. Price, $3.50. 


In the earlier editions of this work we found various 
shortcomings to criticize. These have been largely over- 
come in the present issue, in which the book is doubled in 
size and much expanded in its sphere. 

It will now be found a useful guide to operating room 
methods and upkeep, to pre-operative preparation, and to 
the management of normal and complicated post-operative 
periods in the various surgical affections. 


Fibroids of the Uterus. Their Pathology, Diagnosis 
and Treatment. By Sir Joun _ BLAnp-SuTton, 
F.R.C.S., Surgeon to the Middlesex Hospital. Oc- 
tavo; 240 pages; 39 illustrations. London: Science 
Reviews, Limited, 1913. 4/6 net. 


In this monograph we have a presentation of the sub- 
ject of fibroids from the most comprehensive viewpoint 
and, too, the narrative easy style of the author makes 
the reading very facile and altogether refreshing. There 
is besides as much useful information regarding the 
natural history of fibroids as it is possible to cram into 
the compass of a small monograph. The rich, personal 
experience of the author, at once the pioneer and research 
worker in the pathology and surgical treatment of fibroids 
of the uterus, cannot fail to interest special and general 
practitioners. Of particular importance are the chapters 
dealing with pregnancy complicated by fibroids, cancer 
and fibroids; fibroids and heart disease, and other sys- 
temic diseases, especially diabetes. The last chapters are 
devoted to the surgical treatment of fibroids, to after- 
treatment, and to the possible complications following 
hysterectomy. 


The Difficulties and Emergencies of Obstetric Practice. 
By Comyns Berxetey, M.A., M.D., B.C., M.R.CS., 
and Victor Bonney, M.S., M.D., F.R.C.S. Duo- 
decimo; 762 pages; 287 illustrations. Philadelphia: 
P. BLaxkiston’s Son & Co. 1913. 


The authors are concerned in their work, exclusively 
with the consideration of the difficulties and emergencies 
that may confront the practitioner in the management of 
an obstetric patient. There is no discussion of physiolog- 
ical obstetric events, nor are there extensive references to 
the literature. The context is almost entirely founded 
upon the personal experience of the authors and is richly 
illustrated by helpful drawings. 


There is not in this book a larger experience than may 
be found in other excellent, more exhaustive treatises on 
obstetrics, but it does afford in a very practical, convenient 
and attractive manner that guidance which the practi- 
tioner often needs in matters of obstetric judgment, and 
furthermore, gives clear instruction as to the manage- 
ment of the difficulties and emergencies. 









Psychanalysis; Its Theories and Practical’ Application, 
By A. A. Britt, M.D., Chief of the Neurological De- 
partment of the Bronx Hospital and Dispensary; 
Clinical Assistant in Psychiatry and Neurology at 
University Medical School, etc. Octavo; 337 pages; 
Philadelphia and London: W. B. Saunpers Com- 
PANY, 1913. 


As far as we are aware, this is the first comprehensive 
manual on the Freudian theories published in the Eng- 
lish language. The author has long been known as one 
of the main apostles of this creed in this country. A 
long experience, a close study of Freud’s writings and an 
intimate association with Freud and his pupils, have con- 
ferred upon Dr. Brill the privilege of speaking as an 
authority. These facts bespeak for this book an unusual 
welcome. 

Although Freud’s writings on the psychoneuroses date 
back twenty years, it is only in the past few years, and 
largely through the efforts of Brill, Bleuler, Jung and 
others, that his theories have received the attention of 
American neurologists. Indeed, his ideas today are 
spreading with such rapidity that the danger is no longer 
one of neglect, but rather, that in the rapid process of 
assimilation, criticism is too easily set aside. Freud’s 
theories are so revolutionary that their recognition by 
neurologists has been attained only by an immense strug- 
gle. Indeed, it is a matter of common observation that 
nothing tends more to upset neurological meetings than a 
discussion upon some phase of the Freudian thesis. For 
this state of affairs, we believe that the Freudians are 
largely to blame. In their insistence upon the correct- 
ness of everything that Freud has said. they always seem 
to stand with the chip on the shoulder. It is unreason- 
able to expect that a comprehensive scheme of the psycho- 
neuroses can spring, Minerva like, perfect from the brain 
of a single individual. The probability is that, like all 
theories, Freud’s also will eventually require adjustment 
and modification. On the other hand, the contention of 
the Freudians that much of the criticism directed against 
Freud’s teachings is the result of a misconception or even 
ignorance of their master’s doctrines, is largely justified. 
Of one thing, at least, there can be no question, viz., 
Freud’s work is the most stimulating field in psycholog- 
ical medicine today. He has evolved a new psychology, 
which not only furnishes a revelation of many abnormal 
states of consciousness, but also gives us a method for 
their alleviation or cure. To obtain these ends, it is nec- 
essary to lay bare the innermost recesses of the person- 
ality; and had Freud done nothing else than show how 
this consummation can be attained, we believe his posi- 
tion as one of the great expounders of abnormal psychol- 
ory would be assured. The notion is false that the in- 
tensive study of abnormal psychology belongs exclusively 
to the neurologists. Such knowledge should be a part of 
the armamentarium of every physician, whether surgeon, 
en or otherwise. We are convinced that the 
physician who has not followed Freudian theories is miss- 
ing one of the best things in modern progress. 

An exhaustive criticism of Dr. Brill’s book would lead 
us too far into the domain of psychology. We will con- 
tent ourselves by saying that the work fulfills every object 
for which it was intended. Throughout, the author is 
entirely the master of his subject and reveals pedagogic 
abilities of a high order. 


Insurance Medicine. By Henry H. Scuroeper, M.D.. 
Medical Director, Mutual Life Insurance Company of 
New York, etc. Octavo; 150 pages. New York: 
Witu1am Woop anv Company, 1913. 


This little book is the outcome of a series of articles on 
“Suggestions to Medical Examiners” published by Dr. 
Schroeder in the Medical Record over a period of a year 
and a half. It contains a great deal of information neces- 
sary for the insurance examiner and reflects the long ex- 
perience of the author in this field. 
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A Manual of Surgical Treatment. By Sir W. Watson 
Cueyne, Bart. C.B, DSc, LL.D. F.R.CS., F.RS., 
Hon. Surgeon in Ordinary to H. M. the King; Senior 
Surgeon to King’s College Hospital; and F. F. Burc- 
HARD, M.S., F.R.C.S., Surgeon to King’s College Hos- 
pital, etc. New edition. Entirely revised and largely 
rewritten with the assistance of T. P. Lecce, M.S., 
F.R.C.S., Surgeon to the Royal Free Hospital, etc., 
and ArtHUR Epmunps, M.S., F.R.C.S., Surgeon to the 
Great Northern Hospital; Assistant Surgeon to the 
King’s College Hospital. In five volumes. Volume 
IV. The Treatment of the Surgical Affections of the 
Jaws, Tongue and Alimentary Canal. Octavo; 622 
pages; 208 illustrations. Philadelphia and New York: 
Lea AND Fesicer, 1913. Price, $6.00. 


Abhandlungen iiber Salvarsan. Gesammelt und herausge- 
geben von Pror. Paut Euxruicn. Band III. Octavo; 
584 seiten; 2 tafeln und 49 figures. Miinchen: J. F. 
LreBMANN, 1913. 10 mks. 


Private Duty Nursing. By KarHerine De Wirt, R.N., 
Assistant Editor, American Jovrnal of Nursing. Duo- 
decimo; 242 pages. Philadelphia and London: J. B. 
Lippincott Co., 1913. 


Practice and Problem in Abdominal Surgery. By A. 
Ernest May.anp, B.S. (Lond), Surgeon to the Vic- 
toria Infirmary, Glasgow. Small octavo; 388 pages; 
oy Ss ae Philadelphia: P. BLaxiston’s Son 

0., i 


The Surgical Clinics of John B. Murphy, M.D., at 
Mercy Hospital, Chicago. Volume I, Number VI 
(December). Octavo; 153 pages; illustrated. Phila- 
delphia and London: W. B. Saunpers Company, 1912. 
Published bi-monthly. Price per year: Paper, $8.00. 
Cloth, $12.00. 
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The Technique and Results of Lateral (Paraperitoneal) 
Nephrectomy. Anpre Mépor, Paris. The American 
Journal of Urology, April, 1913. 


The technique has been developed by Professor Che- 
vassu in a series of 17 operations. After describing the 
series of cases, Médot claims several advantages of the 
new procedure over both the lumbar and the abdominal 
nephrectomy—over the former because more light is given, 
the exposure is better, the kidney can be peeled out with- 
out trauma, and, above all, the renal pedicle can be freely 
exposed and dealt with; over the latter because the opera- 
tive field is excellently exposed without opening the peri- 
toneum. 

_The operation is performed with the patient lying on 
his back, with a sad-bag forcing the lower part of the 
throat forward. The incision extends from the lower bor- 
der of the 10th rib (in front of the tip of the 11th) to the 
anterosuperior spine one inch behind its tip. The external 
oblique is divided in the direction of its fibres, but the in- 
ternal oblique and transversalis are cut across. Care 
should be observed to avoid opening the peritoneum. The 
llth intercostal nerve is the only one that is divided. 
When the peritoneum has been exposed it is readily 
stripped free and the kidney is thereby brought into view. 


The Excretion of Formalin in the Urine; An Inquiry 
into the Accuracy of Burnam’s Test. G.G.Smira, 
Leer Boston Medical and Surgical Journal, May 


1. Burnam’s test for formaldehyde in urine is definitely 
positive when this substance is present in the strength of 
1 part in 40,000 or more. 

2. The urine should be examined as soon as possible 
after it has been voided. A negative test at one time 
does not prove that formaldehyde is never liberated. 

3. From the evidence at hand, we believe that formalde- 
hyde is liberated from the hexamethylenamin by the acids 
of the urine, not by a specific function of the renal 
epithelium. 

_4. This process may take place in the kidney, but is con- 
tinued in the bladder. 

5. Litmus paper, as an indicator of the true acidity of 
the urine, was unreliable in about 25 per cent of the cases 
examined. ; 

6. The degree of acidity of urine, as measured in terms 

of its hydrogen ion concentration, showed in our cases a 
constant relation to its power to set free formaldehyde. 
The higher the acidity, the greaer was this power. 
_ 7. The requisite amount of acidity, which is not great, 
is present in the majority of normal urines, and can be 
secured in almost all cases by the use of boric acid or 
sodium acid phosphate. 

8. The writer disagrees with the statements of Burnam 
and L’Esperance that only 50 to 60 per cent of. individuals 
break up urotropin. Examination of 213 specimens from 
50 individuals showed that only in the urine of one case 
was formaldehyde never found. 


Vasostomy—Radiography of the Seminal Ducts. Wu- 
LIAM T. BELFIELD, Surgery, Gynecology and Obstet- 
rics, June, 1913. 


Belfield, following up the method of vasostomy devised 
by him several years ago for injecting medications into 
the genital duct from the epididymis to the urethra, has 
recently utilized this method to fill the duct with collargol 
solution for purposes of radiography. He has found by 
this means: 1. An occasional pus sac or pyovesiculosis, 
and 2. A possible kinking- of the ureter by the infected 
vesicle—as originally described by Young. 


The Value of High Frequency Cauterization in the 
Treatment of Vesical Papillomata. H. Binney, Bos- 
- Boston Medical and Surgical Journal, February 
27, 1913. 


1. High frequency cauterization is an important addition 
to our means of attacking vesical papillomata of the non- 
infiltrating type. 

2. It is free from complications or danger if properly 
applied, with the exception of hemorrhage; this appears, 
however, to be rarely serious or troublesome. 

3. It avoids the danger of multiple recurrences such as 
occur not infrequently after suprapubic cystotomy. 

4. Although the cases so treated are too recent for ab- 
solute proof of cure, the results are highly encouraging. 


A Case of Leukoplakia of the Renal Pelvis (Un Cas 
de Leucoplasie du Bassinet). P. Lecéne, Paris. 
Journal d’Urologie Médicale et Chirurgicale, Febru- 
ary 15, 1913. 

There are very few authentic cases of leukoplakia of 
the upper urinary tract on record and the author reports 
liis because it was a typical instance. The history, symp- 
toms and physical signs pointed to a closed pyonephrosis 
following pregnancy. Ureteral catheterization indicated 
that the opposite kidney was normal. Nephrectomy was 
performed. Inspection of the renal pelvis demonstrated 
that it was in large part transformed into a tissue com- 
parable to “the slightly macerated skin on the internal 
aspect of the prepuce.” Microscopical examination clearly 
established the diagnosis of leukoplakia, the resemblance 
to leukoplakia of the tongue being very pronounced. 

The theory generally held for the cause of leukoplakia 
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of the urinary tract is previous infection with secondary 
changes in the mucous membrane. Lecéne, however, be- 
lieves the condition is one of ectodermic heterotopia, and 
that it can be best explained by this embryologically pos- 
sible cause. 


A Method of Performing External Urethrotomy in Im- 
passable Stricture. A. B. Cecit, Baltimore, Journal 
American Medical Association, May 24, 1913. 


After mentioning Young’s method as the best modern 
procedure for external urethrotomy and describing it, 
Cecil says that it is not always possible with this pro- 
cedure to follow exactly the thread-like, tortuous urethral 
canal through its bed of scar tissue. He therefore de- 
scribes a method used recently in a small series of cas€S 
in the Johns Hopkins Hospital. It consists in injecting 
into the urethra before operation a 1:2,000 solution of 
methylene-blue with an ordinary urethral syringe. It 
should be made at first with little force, but after moder- 
ate pressure more force should be employed. In all cases 
the penis should be elevated to facilitate the injection. 
“The urethra having been injected and the stain allowed 
to remain in for about five minutes, it should be washed 
out with sterile water. A sound is then passed through 
the anterior meatus as far as possible and an incision 
made directly down on it in the mid-line of the perineum. 
The urethra is then laid open and retracted by means of 
silk sutures. The further course of the canal is easily 
seen as a dark blue passage. A grooved director may 
then be passed along the course of the canal as indicated 
by the blue stain, and the incision continued along it, but 
it is often easier simply to follow the canal with a pair of 
scissors. The staining makes it easy to see false passages 
branching out from the true canal. On account of the 
subsequent dilatation which must be carried out after the 
operation in any form of stricture, it is believed that it is 
well to close the false passages by removing the mucous 
membrane and uniting the tissues about them. Having 
laid out the course of the urethra the scar-tissue on each 
side is excised and the urethra thus rendered mobile. In 
a good many cases it will be found that the tortuous 
urethra, when freed and brought into the mid-line, will 
easily cover a large sound. This is due to the true short- 
ening of the canal. A catheter is then passed into the 
bladder through the penis and the mucous membrane 
sutured about it. A small drain is next passed down to 
the urethra and the external wound closed with a few 
sutures.” When the urethral canal has been obliterated 
and one or more fistulas are present, it has been the 
author’s custom to inject both the anterior urethra and 
fistulas; both can be traced and a new canal opened 
through the scar-tissue. Several cases illustrating the 
method are described. Cecil sums up the advantages of 
staining the urethra in impassable stricture as follows: 
“Tt allows the recognition of false passages, and renders, 
in many instances, what may be a most difficult operation 
a comparatively simple one.” 


Contribution to the Etiology of Ulcer of the Stomach. 
Part II: The Experimental Establishment of a Gas- 
tric Ulcer (Beitrag sur Entstehung des magenge- 
schwuers. II. Die Experimentelle Hervorrufung eines 
Magengeschwuers). KATZENSTEIN, Berlin. Archiv 
fuer Klinische Chirurgie, Vol. 101, Part 1. 


The first part of this paper has been reviewed in these 
columns of the AMERICAN JOURNAL OF SuRGERY. Katzen- 
stein demonstrated that the resistance of the stomach and 
duodenum to autodigestion is a specific characteristic of 
these organs, due to an accumulation of antipepsin. in 
their walls. It is a very difficult matter to state where 
antipepsin is manufactured; nevertheless the antiferment 
is to be found in the blood and it is unquestionable that 
the cells of the stomach and duodenum have the power of 
strongly attracting antipepsin from the blood. 


It appeared a simple question to Katzenstein, then, to 
inquire if one can acquire the power of destroying the 
antipepsin of the gastric wall and thereby produce a gas- 
tric ulcer. Typical ulcers of the stomach resulted when 


an acid solution was injected into the gastric submucosa 
cf dogs, thereby neutralizing the antipepsin. 


At the same 








time- a superficial lesion of the overlying mucosa (impor- 
tant factor in the etiology of gastric ulcer in the human 


being) was established. In a second series of experi- 
ments, Katzenstein produced gastric ulcers by first mak- 
ing a small defect in the gastric mucosa and then inject- 
ing intravenously small quantities of acid (to neutralize 
the antipepsin in the blood). Another method of produc- 
ing ulcers was to introduce a porcelain cup into the stom- 
ach and, by means of an electric current, to burn a small 
area of gastric mucosa. 

In reviewing all of the ulcers of prolonged duration 
(20 to 150 days), Katzenstein found that the great major- 
ity of them had formed in front of the pylorus—the ulcers 
forming elsewhere in the stomach have a _ pronounced 
tendency to heal. 

Rabbits’ gastric juice contains no pepsin (therefore 
there is no antiferment), and pepsin-containinz gastric 
juice must therefore be injected into rabbits to produce 
gastric ulcer; in dogs, the normal relationship between 
pepsin and antipepsin must be changed; in other words, 
the antipepsin destroyed. 


Bastedo’s Sign; a New Symptom of Chronic Appendi- 
citis. A. F. Hertz, London, Lancet, March 23, 1913. 


Bastedo’s sign consists of pain in the right iliac fossa 
or tenderness over McBurney’s point obtained by inflation 
of the colon with air. Hertz has found this sign a valu- 
able diagnostic guide and has never found it present ex- 
cept when the appendix is diseased. It is also found in 
cases of adhesions in or around the appendix. 


The Relation of Gastric and Duodenal Ulcer to Vascu- 
lar Lesions. W. Opuuts, San Francisco, Archives 
of Internal Medicine, May, 1913. 


Ophuls has examined a large number of gastric and 
duodenal ulcers pathologically and finds in the bases of 
these ulcers, in most instances, distinct vascular lesions. 
He concludes: 1. The most common type of gastric (or 
duodenal ulcer), at least in material obtained by necropsy, 
is the arteriosclerotic ulcer in persons over 30 years of 
age. 2. There is a second class of ulcer in the young, 
which is probably due to local endarteritis (thrombo- 
arteritis?). 3. In addition to these, one occasionally ob- 
serves acute embolic (or thrombotic) ulcers. 


Epigastric Pain in Appendicitis, (Sur La Douleur Epi- 
gastrique dous [lAppendicite.) S. Sottert, Forli. 
Revue de Chirurgie, April 10, 1913. 


Not all observers agree upon the significance of this fre- 
quently encountered symptom. It is a painful sensation 
that the patient-localizes at a point situated midway be- 
tween the xyphoid cartilage and the umbilicus. Epigastric 
pain in appendicitis generally bears no relation to the in- 
gestion of food, nor is it increased by even deep pressure 
over the epigastrium. Asa result of this symptom, patients, 
no matter how intelligent, are often surprised to learn 
that they are suffering from appendicitis and not from 
some gastric ailment. 

Epigastric pain occurs in one of three symptom-com- 
plexes: 1. Sudden onset, in the midst of good health, of 
violent, sharply circumscribed epigastric pain—pain which 
subsequently spreads to the rest of the abdomen and is 
then usually most pronounced in the right iliac fossa. 
2: There have been attacks of appendicitis and epigastric 
pain, constant or intermittent, between the appen- 
dicular seizures. The epigastric pains may be more pro- 
nounced during the latter, or may become more marked 
with dietary indiscretions. 3. Even without any previous 
acute manifestation, more or less persistent epigastric dis- 
tress, accompanied by constipation and by general depres- 
sion, may exist as the symptom of a diseased appendix. 
Various types of diseased appendices correspond to these 
groups—the ordinary acutely inflamed (but not gan- 
grenous) organ is found in patients suffering from epi- 
gastric pains of the first group; partial obliterative appen- 
dicitis, chronic empyema, chronic ulcerative appendicitis, 
etc, are found in group 2; congenital anomalies, with 
resulting chronic hyperplastic folliculitis, comprise the ap- 
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pendices that are found to be the cause of epigastric pain 
of the third variety. 

It will have been noted that, in all these types of appen- 
dicitis with which epigastric pain is associated, there is 
eccentric or concentric tension in the appendicular wall. 
By operating upon these appendicitis cases under spinal 
anesthesia, Solieri has been able to demonstrate that epi- 
gastric pain is to be produced only where intra-appendicu- 
lar tension exists. As a result of a study of the nerve 
supply, the author concludes that epigastric pain in appen- 
dicitis is a reflex phenomena in the vagus distribution. 


Hypertrophic Pyloric Stenosis in an Infant: Gastro- 
Enterostomy at the Age of Thirteen Days; Re- 
covery. P. FrepeT AND L, Trxier, Paris. Annales 
Se ee et Chirurgie Infantiles. February 15, 


The case here reported is one of considerable interest. 
An infant aged thirteen days was operated on for pyloric 
stenosis, the diagnosis having been made by the continued 
vomiting of any food since the ninth day, the explosive 
character of the vomiting, the absence of bile from the 
vomitus and the absence of any signs of enteritis or fever. 
A tumor was not felt. At operation the typical pyloric 
tumor was found and a gastro-enterostomy was _per- 
formed. However, instead of ceasing, the vomiting con- 
tinued and was now characterized by the presence of bile 
in the vomited matter. The diagnosis of a vicious circle 
was made and the baby was again explored. The stom- 
ach and the proximal loop of the anastomosed gut were 
found enormously distended, the distal portion being 
empty and contracted. An anastomosis between these 
two portions of the jejunal loop was performed. The 
vomiting at once stopped and the baby went on to a com- 
plete recovery. 


Symptoms and Treatment of Esophageal Diverticulum. 
Esophagogastroanastomosis. (Casuistik und Ther- 
apie der Idiopathiechen Dilatation der Spaseroehre 
Oesophagogastroanastomose) H. Heryrovsky, Vienna, 
Archiv fiir Klinische Chirurgie, Vol. 101, Part III. 


The term “idiopathic dilatation of the esophagus” has 
been applied to an affection in which no anatomic stenosis 
of the cardia has been fond. When Mikulicz discovered 
that cardiospasm could cause esophageal dilatation it was 
for a time thought that all cases of “idiopathic dilatation” 
were due to spasm of the cardia and the term was 
dropped; it was found, however, that cardiospasm could 
be ascribed as the cause in only a moderate proportion of 
the cases. Heyrovsky therefore believes that the original 
term should still be employed. The role of the vagus 
must be determined. 

Symptoms of idiopathic dilatation consist in dysphagia, 
regurgitation of food and of secretion, and a sense of 
oppression in the chest during eating. In mild cases some 
food may pass through, but death from inanition may 
rapidly develop in the severer instances; conservative 
treatment generally relieves or cures in the former; the 
latter, however, will ofttimes require prompt and radical 
treatment in order to recover. 

The first successful result in the treatment of cardio- 
spasm causing esophageal dilatation was arrived at by 
Mikulicz. Through an opening in the stomach he forcibly 
dilated the spastic cardia. Instruments were subsequently 
devised for this purpose, the best being that of Geisslex- 
Gottstein. However, the procedure has a limited scope 
and is not free from serious risk. After considerable ex- 
perimental studies and unsuccessful human operations by 
several surgeons, Wenzel, in 1911, successfully performed 
an extramucous plastic operation on the cardia, as advo- 
cated by Gottstein. This operation, like the former, is 
limited in scope, for it is not feasible if cardiospasm does 
not exist. 

Heyrovsky observed a case of idiopathic dilatation of 
the esophagus in which there was a narrow, sling-like for- 
mation in the lower portion (capped by the dilated part, 
as shown by the #-ray). He found four such types in 
the literature and believes that this variety of dilatation 1s 





not very uncommon. After a gastrostomy had been estab- 
lished to relieve the urgent symptoms in his case, Hey- 
rovsky studied the problem of adequately dealing with the 
condition. He successfully performed the following in- 
genious operation: The abdomen was opened to the left 
of the gastrostomy wound. The cardia was exposed and 
the peritoneum about the esophageal opening in the dia- 
phragm was circularly incised. It was then found that 
the sling-like portion of the esophagus could readily be 
drawn into the abdomen and a generous portion of the 
dilated esophagus as well. The left vagus had to be sac- 
rificed. An intraabdominal anastomosis between the 
dilated esophagus and the cardia was then made and the 
anastomosis covered with a peritoneal flap. The gastros- 
tomy wound was undisturbed. The patient made an un- 
eventful convalescence and: was perfectly well in a few 
months. 

Heyrovsky mentions that he has performed this opera- 
tion a second time, with good result, since his paper went 
into press. 


The Use of Salvarsan in Pregnant Syphilitic Women. 
(De lemploi du Salvarsan chez les femmes encenites 
syphilitiques). C. Sauvace, Annales de Gynecologie et 
D’obstetrique. 


Sauvage sums up the effect of salvarsan on pregnant 
syphilitic women as follows: 

1, Intravenous injections of salvarsan have a_remark- 
ably favorable effect upon the accidents of syphilis opera- 
tive during pregnancy. 

2. It assures a healthy issue in most cases. In a num- 
ber of cases the infants have latent syphilis; others are 
born malformed. 

3. In actual practice the use of salvarsan is not unat- 
tended by serious risks, so that the indication for its use 
must be clear. Diseases of the liver and of the kidney 
are contra-indications for the use of salvarsan. 

4. Latent syphilis or cases where this has been irregu- 
larly or insufficiently treated, when complicating preg- 
nancy, should be treated by salvarsan. 

5. Cases that have been rigorously treated before con- 
ception takes place and in which no active manifestations 
are present during pregnancy, should be treated with the 
less dangerous injections of mercury or the mixed treat- 
ment. Salvarsan, while possibly as efficacious in these in- 
stances, is far more dangerous. 


Tuberculosis in its Relation to Pregnancy, Labor and 
the Puerperium: RatpH WaALpo LoBENSTINE, Ameri- 
can Journal of Obstetrics, April, 1913. 


The author advises against tubercular women marrying 
at least until the process is fully arrested. The time limit 
is usually placed at from one to three years after the pul- 
monary lesion is healed. The dangers are: 1. Infection 
of the husband. 2. The dangers of pregnancy to a tuber- 
cular woman; and 3. The danger to the child of post-natal 
infection in addition to an hereditary predisposition. 
Lobenstine is of the opinion that pregnancy is a serious 
complication in tuberculosis and urges its interruption in 
all active cases as early as possible. Following the thera- 
peutic abortion, the hygienic treatment should be resumed 
with earnestness and should be continued as long as pos- 
sible. 


The Effect of the X-Ray Upon the Foetal Membranes. 
(uber die Ein Winkunay der Réntgenstrablen auf die 
Ethaiite.) M. Kawasoye, Zentralblatt fiir Gyndakolo- 
gie, April 5, 1913. 

X-ray exposures have been found to be disastrous to the 
fetus or at least to induce abortion. The author reports 
three cases of abortion out of seven cases #-rayed—one 
still-born fetus and one born in a badly macerated condi- 
tion. He attempted to explain this effect by using the 
x-ray upon pregnant guinea-pigs, expecting to firid altera- 
tions in the decidua and chorionic membranes. The 
microscopic study failed to reveal any striking changes in 
these, but showed distinct areas of necrosis in the liver 
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and the spleen. The injury to these two organs may be 
responsible for the fetal death or for the abortion. 


Myoma of the Vagina. (Myun der Vagina.) 
Dicks, Zentralblatt fiir Gyndkologie, April 12, 191 


Dicke reports a case in which a solid tumor of the 
vagina, the size of an apple, simulated a prolapse and 
caused difficulty with urination. The vagina scarcely ad- 
mitted one finger, and there was considerable blood which 
came from the gravid uterus. The tumor was removed 
by splitting the anterior vaginal wall, and on histologic 
examination proved it to be a fibro-myoma. 


Dr. 
3: 


An Operation for Ventrosuspension by the Round 
Ligaments. H. NeuHor, New York, Journal Ameri- 
can Medical Association, May 31, 1913. 


After giving his objections to Olshausen’s procedure, the 
formation of obstructive bands, etc., Neuhof describes a 
method which has been employed in a few instances and 
which he thinks obviates the chief objection, as follows: 
“After the abdomen has been opened through the usual 
median-line incision and the necessary treatment of the 
pelvic organs has been carried out, the uterus is grasped 
and is held at whatever level one desires to suspend it. 
The region in which one round ligament leaves the ab- 
dominal cavity is exposed by retracting upward on that 
side of the wound. A catgut suture is then begun at the 
internal abdominal ring by passing the needle through the 
ligament and the adjoining parietal peritoneum. The 
suture is continued by alternately grasping the round liga- 
ment and the parietal peritoneum with the . overlying 
transversalis fascia. The suture is continued to within a 
short distance of the uterine horn and is here ended. The 
needle should take broad grasps of both the round liga- 
ment and the parietal peritoneum with adjoining trans- 
versalis fascia. To avoid atrophy it is essential that the 
suture pass through and not around the round ligament. 
After the suspension of one round ligament has been 
completed, the opposite side is treated in the same man- 
ner. The abdominal wound is closed in the usual way, 
the parietal peritoneum being preferably sutured by the 
everting stitch suggested by S. Wiener and myself in order 
to avoid omental adhesions.” The results in the patients 
operated on have been good after a lapse of a consider- 
able period and the advantages claimed would seem to 
warrant, Neuhof claims, a more extended test. 


The Galvanic Excitability of Muscles and Nerves Dur- 
ing Pregnancy and the Tetany of Pregnancy. 
(Ueber galvanische Nervenmuskelerregbarkeit in der 
Schwangerschaft und tiber Schwangerschaftstetanie.) 
L. Serrz, Miinch. Medizin. Wochenschrift, November 
16, April, 1913. 


Seitz calls attention to the increased galvanic nerve and 
muscle excitability occurring during the gravid state as 
determined by testing the reaction on 70 pregnant women. 
For control, 40 healthy, non-pregnant women were simi- 
larly tested with the galvanic current. He found that in 
80 per cent of the cases there was a slight elevation of 
the galvanic excitability, which reached its highest point 
during labor and which receded in the post partum period. 
In 10 per cent of the cases during labor the reaction of 
muscle-nerve to the cathodal galvanic current followed 
upon the application of 0.3, 0.2 and even 0.1 milliampere 
as against 1.3, 0.9 milliamperes in non-pregnant women. 

There occur also in pregnancy peculiar attacks of 
asthma, associated often with nausea and twitchings of 
the extremities, which attacks may be due to a latent tet- 
any (parathyreotoxicosis). Between the subtetanic con- 
dition in an otherwise uncomplicated pregnancy, a latent 
tetanic asthmatic attack associated with other symptoms, 
and the true tetany of pregnancy, there exist all sorts of 
transitions. 


The Present Status of the Radical Abdominal Operation 
for Cancer of the Uterus. Rreupen Peterson, Sur- 
gery, Gynecology and Obstetrics, June, 1913. 


Peterson points out the fact that the radical abdominal 


operation for cancer of the uterus in this country is due 
to the primary high mortality following the operation. 
He also indicates how this is due not so much to poor 
technic but rather to the fact that the cases come to 
operation at a very late stage. A strong plea is made for 
the early recognition of the disease both by the laity and 
the profession. For this there should be an active cam- 
paign of education on carcinoma through committees from 
the various national surgical and gynecological societies. 
Abroad it has been possible to attain, under the more 
enlightened conditions of cancer education there prevail- 
ing, from 20 to 30 per cent of absolute cures of the total 
number of patients with cancer of the uterus seeking 
relief; i. e., one out of every four women with cancer of 
the cervix seeking relief can be subjected to the radical 
abdominal operation and be free from the disease at the 
expiration of five years. 


The Treatment of Uterine Hemorrhage by Means of 
.the R6ntgen Rays. Grorce F. PrawLer, American 
Journal of Obstetrics, etc. May, 1913. 


Twenty-two cases were treated by Pfahler for uterine 
hemorrhage mostly associated with fibroids, and some 
without a palpable tumor being present. He believes, on 
the basis of his experience, that Rontgenotherapy is the 
method of choice for the control of patients approaching 
the menopause, in whom carcinoma can be eliminated; it 
is not superior to surgical treatment in patients under 40, 
In the presence of any condition which contraindicates a 
surgical operation, the use of the +-ray may be recom- 
mended. 


The advantages and disadvantages of this therapeutic 
method in uterine hemorrhage are given at length and a 
peg description of technic is also included in the 
article. 


Is Albuminuria Likely to Recur in Successive Preg- 
nancies? J. Morris SLemons, Baltimore. American 
Journal of Obstetrics, May, 1913. 


The very interesting and important question of the ulti- 
mate prognosis for mother and child in any given case of 
recurrent albuminuria of pregnancy has been carefully 
studied by Slemons. Eighteen cases were studied. Of 
these, fifteen had albuminuria only in the first pregnancy; 
in subsequent pregnancies they have been free from the 
slightest symptom of autointoxication and they have been 
delivered of healthy children. Three of these cases, how- 
ever, suffered from an autointoxication in each and every 
pregnancy; two of these were pregnant twice and recov- 
ered; the third died several months post-partum of ne- 
phritis, although pregnancy was terminated on account of 
pronounced albuminuria. The tendency for recurrence of 
albuminuria is therefore to be expected in the subsequent 
pregnancy in one out of every five or six women. 

Of especial prognostic importance is the quantitative 
albumen content and also the blood pressure. If the albu- 
men can be reduced in the course of treatment of at least 
one week’s duration to a trace, this is an indication that 
there is no permanent kidney defect, and may be looked 
upon as a favorable case. If the blood pressure can also 
be reduced during the same time, say from 180 mm. to 130 
mm., or under, the outlook is favorable in the majority of 
instances. 


Pituglandol in the Treatment of Placenta Previa. 
(Pituglandol in der Behandlung der Placenta previa.) 
at ae Zentralblatt fiir Gynakologie, March, 1913, 

o. 10. 


Gall believes he has saved the life of some children and 
saved the mothers of considerable loss of blood in cases of 
placenta previa. In the marginal variety he injects two 
c.c. of the preparation and immediately punctures the 
membranes. In the central variety, depending upon the 
extent of dilatation, the injection follows version or the 
introduction of the metreurynter. The latter is generally 
expressed spontaneously in one-half hour, whereupon ver- 
sion may be rapidly performed. Another injection of 
pituglandol is then given in order to induce spontaneous 
birth of the child. 
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The Drug Treatment of Uterine Hemorrhage. _ Horatio 
€, — Jr., American Journal of Obstetrics, May, 
1913. 


Wood makes a plea for the use of the well-known 
oxytoxic and ecbolic drugs in the treatment of uterine 
hemorrhage. Ergot, hydrastis and the alkaloid of hydras- 
tis, namely, hydrastine, as well as the synthetic prepara- 
tion, “cotarnine or stypticin,” have powerful effects on the 
uterine musculature either directly or through the medium 
of the hypogastric nerve. Similarly adrenalin and pitui- 
trin are powerful stimulants of the uterine muscle. Of 
the agents calculated to increase coagulability, Wood men- 
tions gelatin, calcium and serum. These substances, if used 
in sufficient physiological quantity, are powerful adjuvants 
in controlling uterine hemorrhage. 


Congenital Anterior Subluxation of the Knee. Descrip- 
tion of a New Specimen Summary of the Pathol- 
ogy of the Deformity and Discussion of its Treat- 
ment. Leo Mayer, Munich (New York). American 
Journal of Orthopedic Surgery, 1913, No. 1. 


This is a careful analytical survey of 21 published 
specimens of congenital anterior subluxation of the knee, 
otherwise known as “congenital anterior dislocation of the 
knee” or “congenital germ recurvatum.” The author 
summarizes his study as follows: 


“Analysis of the twenty-one published specimens of 
congenital hyperextension shows the pathological condi- 
tion to consist in a subluxation of the tibia forward and 
upward on the femur. As a consequence of this position, 
the extensors of the knee and the anterior portion of the 
capsule are shortened, the flexors are frequently dislocated 
forward so as to be converted into extensors, the gastro- 
enemius may be displaced downward, the patella usually 
displaced upward, the anterior portion of the femoral con- 
dyles is usually flattened and forms an articular surface 
which, running from below upward and forward, en- 
croaches upon the facies patellaris or entirely replaces it, 
and in some cases there is anteversion of the femoral 
epiphysis. The deformity is due to an extension of the 
legs in utero which, owing to normal intrauterine pressure, 
is converted into hyperextension. The ultimate cause of 
the extended position is unknown. Treatment should be 
begun at birth and consist at first in manipulation with 
narcosis and apparatus, if necessary, to reduce the sub- 
luxation. In case repeated attempts to reduce are unsuc- 
cessful, open operation is indicated. ( 
must here be taken to restore the normal mechanical rela- 
tionships of the gastroenemius, since it exercises an im- 
portant function, hitherto not generally recognized, in 
preventing hyperextension. . .. ” 


Gunshot Wounds of Joints. (Ueber Gelenkschiisse.) 
Lupwic Scuuirep, Berlin. Deutsche Medijinische 
Wochenschrift, March 27, 1913. 


This topic was part of a presentation before the Berlin 


Surgical Society of the results achieved by the German 
Red Cross in the Balkan War. Forty-eight gunshot 
wounds of large joints were observed by Schliep and, after 
the first-aid treatment and the prophylactic application of 
Bier’s hyperemia, only 10.2 per cent became infected. A 
large number of gunshot wounds of smaller joint all did 
well. Two amputations were necessary. All the other 
cases did well under the ordinary modern routine treat- 
ment of wounds. The functional results in most of the 
cases were either good or excellent. The author accounts 
for the remarkable results obtained on two grounds: 
1. Modern aseptic methods. 2. The relatively benign char- 
acter of the modern missile. 


Tuberculous Osteomyelitis of the Digits. R. T. Green, 
Boston, Boston Medical and Surgical Journal, May 
29, 1913. 


1. Tuberculous osteomyelitis of the digits is essentially 
a disease of infancy and childhood, presenting a definite 
clinical picture and tending strongly to spontaneous 
recovery. 


2. Pathologically it is characterized by bone destruction 


Special care . 


and rarefaction and by chronic inflammatory reaction in 
the surrounding soft tissues. It may heal by resolution 
and absorption, or by sequestration, suppuration, and sinus 
formation. 

3. Its differential diagnosis from pyogenic osteomyelitis, 
sarcoma, and syphilitic dactylitis may be made by clinical 
signs and #-ray examination. 


4. Its prognosis for anatomic and functional recovery is 
good and is proportionate to the amount of bone destruc- 
tion and scar-formation. 

5. Therapeutically primary emphasis is to be laid upon 
general hygiene and local fixation. Incision should rarely 
be resorted to, since it complicates the dressing, protracts 
convalescence and increases subsequent deformity and 
disability. Amputation is almost never indicated. 

6. Probably treatment with the +-rays, or other forms 
of irradiation, is a valuable adjunct to the conservative 
therapeutic measures above described, since it expedites 
recovery by stimulating natural reparative processes. 


Woody Phlegmon. W. W. Grant, Denver, 
American Medical Association, April 5. 


It is probable that this disease occurs under some name 
or form more frequently than has been reported. Its lit- 
erature is mostly recent and is reviewed by Grant, who 
reports two cases in which the phlegmon occurred on the 
abdominal wall. In both cases bacteriologic examinations 
were made and staphylococcic infection determined. The 
cancerous theory will probably soon be abandoned, and, 
he says, with our existing knowledge, we are justified in 
concluding that the disease generally occurs after middle 
life in persons whose resistance has been impaired by pre- 
vious ill health. The immediate cause is a slow infective 
process with or without trauma. The dictum of Reclus 
that it is not due to specific bacteria, but to a variety of 
germs of mild virulence seems confirmed. The staphylo- 
cocci seem to be the chief offenders. The usually slow 
and protracted course and final resolution are character- 
istic. Hyperleukocytosis always exists. Grant concludes 
that the disease will be cured more quickly and completely 
by. free incision (not excision) and serum treatment than 
by any or all other means known at the present time, and 
psi diagnosis will make the cures more frequent and 
rapid. 


Journal 


The End Results of Radical Operations for Tubercu- 
losis of the Knee Joint in Adults. (Ueber das En- 
dresultat Radikal Operierter Kniegelenktuberculosen 
bet Erwachsenen.) W. May, Kiel. Deutsche Zeit- 
schrift fuer Chirurgie, May, 1913. 


The material on which this study is based comprises 76 
cases on whom radical operations were performed in Pro- 
fessor Anschuetz’s surgical clinic. Of the operations, a 
few were arthrectomies, primary and secondary amputa- 
tions; the vast majority (57 cases) were resections. The 
examinations personally made by May in nearly all the 
cases revealed the fact that not a single one showed any 
flexion worth mentioning. The shortening, the result of 
the resection, averaged 3.7 cms. 

Of the 76 cases operated upon within a period of nine 
years, more than half have died from some other tubercu- 
lous focus. The 32 that are now alive all show complete 
ankylosis and all have useful limbs with two exceptions— 
these are instances in which the disease has extended be- 
yond the field of the operation. 

Immediate and end results in individuals older than 45 
years are very poor indeed; operation should be performed 
only in selected cases. 


The Seashore Treatment of Osteomyelitis. R. Ham- 
MOND, Providence. The American Journal of Ortho- 
pedic Surgery, May, 1913 


The title of this paper is misleading. The author de- 
scribes a combination of methods for the treatment of 
osteomyelitis that he has employed on patients in a hos- 
pital at the seashore—osteotomy, bone plastics, Bier’s 
hyperemia, etc., etc—but the impression one gains from 
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reading the description of Hammond’s cases is that, after 
surgical treatment has. been completed, “there is nothing 
which contributes so much to the upbuilding of the pa- 
tient’s general health and firm closure of the sinuses as a 
prolonged residence at the seashore with sea bathing and 
exposure of the body to the sunlight.” The latter treat- 
ment, first strongly advocated by Rollier, consists in suc- 
cessive exposures of different parts of the body to the 
direct sun rays. Good results have been reported not only 
by Rollier but also by Bardenheuer and others. 


The First Successful Resection of the Thoracic Portion 
of the Esophagus for Carcinoma. FF. Torex, New 
oe Journal American Medical Association, May 17, 


In a preliminary report Torek reports a case of resec- 
tion of the middle portion of the esophagus for malig- 
nant disease, the first, he claims, on record. It is in this 
portion of the esophagus that carcinomas are most com- 
mon, those of the lower being less frequent and those of 
the upper third rare. The inaccessibility of cancer in 
this situation has excluded these cases from operative 
interference heretofore, but they are the ones that should 
be operated on since they are less frequently associated 
with metastases. The patient had been previously oper- 
ated on for gastrostomy and it was necessary to perform 
very careful dissection of the vagi, and another problem 
was to prevent leakage from the proximal stump after 
resection. The more important features of the operation 
are detailed by the author as follows: “Instead of seeking 
access by going through two different intercostal spaces 
and dissecting off the scapula or by resecting several ad- 
jacent ribs, procedures recommended by others, I incised 
through the whole length of the seventh intercostal space, 
from the posterior end of which I extended the incision 
upward by cutting through the angles of the seventh, 
sixth, fifth and fourth ribs, which gave a much better 
exposure and is far simpler. The greater ease of access 
enabled me to dissect the pneumogastric nerves more 
carefully, and to my great satisfaction, the pulse never 
wavered during this procedure, remaining between 93 and 
96. The dreaded vagus collapse had therefore been safely 
avoided. The great difficulty of dissecting that part of 
the esophagus which passes behind the arch of the aorta 
was overcome by ligating a number of thoracic branches 
of the aorta and lifting it forward. Last, but perhaps 
most important, to avoid the danger of leakage from the 
upper stump of the esophagus, I eliminated the esophagus 
from the pleural cavity altogether. This was done by dis- 
secting ths organ loose from its attachments all the way 
up to the neck and bringing it out through an incision at 
the anterior border of the left sternocleidomastoid muscle. 
Thus the pleural cavity could not possibly become infected 
from that source. The thorax was closed without drain- 
age.” Recovery followed. He feels sure that this opera- 
tion will gain friends and the fuller details will be pub- 
lished presently. The matter of greatest importance in 
these cases is to consider that early diagnosis and opera- 
tion afford the greatest safety. 


The Abderhalden Serum Test for Carcinoma. (Die Ab- 
derhaidensche Serumprobe Auf Karcinom.) E. Ep- 
STEIN, Vienna, Wiener Klinische Wochenschrift, 
April 24, 1913. 


This Abderhalden test is comparable to his test for 
pregnancy, the difference being that the patient’s serum is 
tested — a known carcinoma extract instead of pla- 
centa. The test is a physico-chemical one and depends 
on dialyzation and the formation of peptones. It can be 
carried out only in a well-conducted laboratory. In 37 
cases of undoubted carcinoma the test was positive in 36. 
In 47 undoubted non-cancer cases, the test was negative in 
46. Epstein concludes that the test is of great value. 


Concerning the Possibility of Influencing Cancer of 
the Deeper Parts by Means of the Ray-Energy 


(Zur Frage der Beeinflusbarkeit, tiefliegender Krebse 
durch strablende Energie). 


Ascuorr, Kroénic and 


Gauss. Muenchener Medizinischer Wocheuschrift., 
No. 8. February, 1913. 


The effect of- the x-ray upon cancer of superficial re- 
gions of the body has been known for some years. The 
question of the possibility of influencing cancer: of’ deeper 
structures has remained unsettled. The paper by Aschoff, 
Krénig and Gauss deals with the report of eight cases 
observed and studied in a way to show definite light upon 
the influence of the x-ray on cancer of the cervix ‘as well 
as upon breast cancer; also one case of cancer of the 
stomach. The conclusions reached by Aschoff, who made 
the pathological study of the cases, are: 

1. The «x-ray has a specific action on deep-lying struc- 
tures in the sense that it produces a retrogression or a 
metamorphosis into a less malignant type of growth. 

2.. This specific influence is altogether: a local one and 
is limited to the field of the +-ray action. remote ac- 
om is of small importance, if this is at all to be thought 
of. 


Skin-Grafting Without Dressings. J. Wiener,. New 
ae Journal American Medical Association, May 17, 


Wiener gives an account of his first case in which he 
tried skin-grafting without dressings and which has lead 
him to adopt this plan since that time—a period of. six 
years. The conditions were unfavorable and yet the re- 
sults were such that he has used this method of open 
grafting even in desperate cases and almost always with 
success. He has found it inadvisable to apply a wet dress- 
ing, even a bland one, until at least two weeks have 
elapsed. “The grafts are cut as thin as possible and ap- 
plied in the usual manner. Suppurating sinuses in the 
grafted area are packed with iodoform gauze. These 
packings are changed, as often as they become saturated 
with the discharge, without disturbing any of the grafts. 
The grafts can be placed within a half inch of a discharg- 
ing sinus and they will take. During the first day or two 
crusts of inspissated serum form between the different 
grafts; these crusts should not be disturbed. For seven 
or eight days, or even longer, no dressing of any kind is 
applied. Usually after the first day or two, the grafts 
have already become firmly adherent and have a healthy 
pink color. After seven or eight days a weak ichthyol 
ointment is applied over the entire grafted area. Under 
this dressing the crusts that have formed between the 
grafts drop off, and in a short time the area assumes a 
normal appearance.” He feels justified in recommending 
the method and thinks that, if the details are properly 
Pepe out, the most skeptical will become convinced of 
its value. 


The Re wwangge et of Rib Cartilage into Pedunculated’ 
Skin Flaps. An Experimental Study. J. S. Davis, 
—e Johns Hopkins Medical Bulletin, April, 


Davis found that in dogs a small section of cartilage 
obtained from the cartilaginous ribs could be imbedded 
into a Teeegyac skin flap and heal in situ, without 
the slightest evidence of necrosis of shrinkage. Micro- 
scopic examination of flaps showed that the cartilage was 
unaltered and possessed a blood supply. 

He concludes that the transplantation of cartilage can 
be used with advantage in otoplasty, and in the restora- 
tive operations made necessary by traumatism and dis- 
ease. It will also prove of value in microtia, rhinoplasty 
and in “saddle nose.” 


Traumatic Epilepsy After Injuries to the Head in the 
Russo-Japanese War. (Zur Kenntius der Tranmatis- 
chen Epilepsie nach Koppverletsungen im Japanisch- 
Russischen Kriege). T. Ecucui. Deutsche Zeitschrift 
fuer Chirugie, February, 1913. 


Thirty-four case were carefully followed by the author, 
and the lesions found were in most instances established 
by operation. About 3% of all injuries to the head (ser- 
ious enough to go to the field-hospitals) developed epil- 
epsy. In every instance there was at least some injury to 
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the skull or the dura; there was no case in which epilepsy 
followed injury to the soft parts alone. Epilepsy developed 
after injuries of any region of the cerebral cord and not 
alone after lesions of the motor zone. Epileptic attacks 
almost invariably began when scar-tissue had formed and 
not soon after the injury. The average time of the first 
seizure was 161 days after the injury. Tendency to the 
development of epilepsy was in direct proportion to the 
extent of brain-tissue damaged. At operation various 
causes for the development of epilepsy were found—ad- 
hesion .of bone or skin to the dura, bone-thickening, 
traumatic cysts, foreign bodies, etc. 


Report on the Use of Pituitary Extract (Pituitrin) in 
Surgical Shock. C. H. Hit, Pittsburg, Boston Med- 
ical and Surgical Journal, May 15, 1913. 


In a rather short report Hill states that he has found 
pituitrin (in conjunction with conventional measures) of 
value in combating post-operative surgical shock. In 800 
abdominal operations he has never seen shock except in 
three cases, and these he does not regard as true cases 
of shock. He administers pituitrin in 15-minim doses, 
every three or four hours, for four doses. The first dose 
is given before the patient leaves the table. Another 
beneficial result of the injection is the marked elimination 
of flatus. 


Dangers of Ligation of the Internal Jugular Vein in 
Otological Practice. (Gefahren der Jugularis Unter- 
bindung in der Ohrenheilkunde.) Dr, Krampitz, Bres- 
lau. Internationales Zentralblatt fuer Ohrenheilkunde 
und Rhino-Laryngologie. Vol. II, No. 5, 1913. 


Since 1880, when Zaufal first advocated the operation, 
ligation of the jugular as part (and sometimes the whole) 
of the treatment for lateral sinus thrombosis has been very 
extensively practiced. According to some authors the 
procedure is entirely free from danger, but others have 
indicated many disadvantages and even dangers. Despite 
its very wide employment, it cannot be stated that there 
is one generally held opinion for the operation. The dan- 
ger from the entrance of air into the circulation has not, 
as yet, been entirely eliminated. Cases have been reported 
in which thrombosis has resulted from the stagnation of 
the blood stream above the ligated vein; the lateral sinus 
has been termed a new infectious reservoir under these 
circumstances by some observers. One fact seems very 
definitely established—ligation of the jugular vein cannot 
definitely prevent the spread of pyemia (through the mar- 
ginal sinus, the condyloid veins, etc.). Furthermore, a 
number of cases have been reported in which death fol- 
lowed ligation of one jugular vein, the post-mortem exami- 
nation revealing hypoplasia of the opposite jugular. Com- 
mon symptoms after jugular ligation are cyanosis, edema 
of the side of the head, headache, various vagal disturb- 
ances. Bleeding from the mastoid wound has been sup- 
posed to be due to an extreme hyperemia, the result of 
the ligation of the vein. 


This is the first half of the paper by Krampitz devoted 
to the subject. 


The Successful Treatment of Atrophic Rhinitis and 
Ozena. A new remedy. Louis Jacozs, New York, 
New York Medical Journal, May 31, 1913. 


_ Jacobs reports excellent results obtained by the applica- 
tion of scarlet red to the mucous membrane in atrophic 
thinitis. After removal of the crusts, a 5 per cent sus- 
pension of scarlet red in mucilage acacia is applied to the 
entire mucosa by an applicator. The application is made 
at first every two and three days; later the intervals are 
increased. After two or three weeks the mucosa begins 
to show regenerative changes; the odor eventually dis- 
appears and there is a decrease in the formation of 
crusts. 


Remarks on Tgansverse Colostomy as the Operation of 
Election. L. McGavin, London, British Medical 
Journal, May 10,1913. 


McGavin advocates transverse colostomy in preference 





to the conventional iliac method. He claims that better 
sphincter control can be obtained by the recti muscles 
than by the oblique. It forms a better support for a belt 
or plug; there is less tendency to prolapse and the anus 
is more accessible to the patient, enabling him to have a 
movement in the sitting posture. He reports twenty 
cases. 


Proctoclysis—An Experimental Study. Hucx H. Trout, 
Surgery, Gynecology and Obstetrics, June, 1913. 


Trout has made the interesting observation that plain 
tap-water introduced into the rectum after operations 
tends to relieve thirst in a more satisfactory manner than 
does salt solution similarly introduced into the system. In 
over 2,000 cases he has studied the comparative effects of 
these fluids and comes to the conclusion that salt solution 
rather tends to increase thirst, as it does when taken by 
mouth, and adds that in certain cases has a slight toxic 
effect, causing nausea and vomiting. 


The Identity of Cause of Aseptic Wound Fever and 
Post-Operative Hyperthyroidism and Their Pre- 
vention. Gro. W. Critz, Cleveland, Ohio. Southern 
Medical Journal, March, 1913. 


In this short article, Crile states that he believes that 
aseptic wound fever and post-operative hyperthyroidism 
are due to the same cause, viz. the excessive production 
of cortical stimuli. Emotional causes, such as anger, ex- 
citement from seeing too many visitors, or fear, may 
cause a rise in temperature and pulse-rate in susceptible 
individuals. This rise is due to excessive oxidation from 
the nervous energy liberated. Crile believes that the ab- 
sence of any post-operative rise in cases operated upon 
by the method of anoci-association is proof that this con- 
tention is true. It was moreover found that the same 
technic that controlled aseptic wound fever also controlled 
post-operative hyperthyroidism. The convincing proof 
came when the post-operative wound stimuli were also ex- 
cluded by blocking the wound with quinine and urea hydro- 
chloride, for it was found with the exclusion of the 
psychic and the traumatic stimuli in both the operative and 
the post-operative phases, that, barring infection, the post- 
operative phenomena of temperature and pulse were al- 
most wholly eliminated. The conclusion, then, is that 
these phenomena are the conservation of energy into heat 
as a part of the activities of the brain, and, hence, of all 
of the body by the psychic and the traumatic stimuli. 


Hemorrhagic Conditions in Children—Pathology Etiol- 
ogy-Treatment. A. L. Sores1, New York, Archives 
of Pediatrics, April, 1913. 


After a discussion of the pathology and causation of 
hemorrhagic conditions in children, Soresi shows that the 
most rational treatment is by means of the introduction 
of whole human blood. He believes that this is of much 
more value than the injection of either sera or defibrinated 
blood. These latter are considered by many as more sim- 
ple to administer than is the performance of a transfusion. 
Soresi, however, claims that the proper preparation and 
administration of defibrinated blood is in reality a diffi- 
cult procedure and one requiring great care in the prepara- 
tion and preservation of the serum. Transfusion, on the 
other hand, he believes has been so simplified that with 
a little practice, perfect technic may be acquired by any 
competent surgeon. 

The author describes his own technic for transfusion. 
In brief, the method consists in the use of a special appa- 
ratus—two split tubes which are large enough to allow the 
vessel to lie within them. In one of these tubes is placed 
the donor’s, in the other the recipient’s vessel. The ves~ 
sels are cut and cuffed over the ends of the tubes. The 
tubes are brought into contact and held together by 
means of a bar to which they are both screwed. By this 
method the intima, and only the intima of the two vessels 
are brought into contact, thus minimizing clotting. Dur- 
ing the entire operation, which should not take longer 
than fifteen minutes, physiological saline solution is al- 
lowed to bathe the field of operation. The author em- 
ploys the view of both the donor and the recipient, using 
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the common ulnar of the donor and the external jugular 
of the recipient. 

With this method Soresi has had excellent results. He 
reports that he has performed 54 transfusions and has 
never met serious complications due to the method. 

Transfusion is especially indicated in hemorrhage in the 
new-born, where it is of benefit in the great majority of 
the cases; it is useful, but to a less degree, in hemophilia, 
scurvy and purpura. 


Temporo-Maxillary Ankylosis. D. W. BasHam, Wich- 
ita, Kansas. Interstate Medical Journal, April, 1913. 
Basham reports a case of temporo-maxillary ankylosis 
in a school girl. The condition resulted from an arthritis 
complicating a very severe attack of typhoid fever. The 
child was unable to open the jaw, the inferior maxilla be- 
ing slightly retracted and the patient being compelled to 
nourish herself by forcing food between the upper and 
lower teeth by means of her fingers. 

This condition was treated by operation following the 
method suggested by Lilienthal: The zygoma, exposed by 
turning downward a triangular skin flap, was sectioned 
and retracted downward, carrying with it the attached 
masseter muscle. The ren of the ankylosed joint was 
then easily accessible. There was complete bony synar- 
throsis. This was broken up with a chisel and then a 
rome of temporal fascia was stitched in place so as to lie 

etween the apposed joint surfaces. The section of the 
zygoma was replaced, and the skin sutured with horse- 
hair. The opposite side was similarly operated on, eleven 
days later. The child made an excellent recovery, being 
able to drink water from a glass two days after operation. 
One year and a half after operation the result remains 


Strangulated Inguinal Hernia in Early Infancy. A. N. 
Cottins, Duluth, Minn. The Journal-Lancet, April 
15, 1913. 

In this paper the writer describes a case of strangulated 
inguinal hernia in an infant 18 days old, operated upon 
and followed by complete recovery. He carefully summa- 
rizes the literature and draws the following conclusions: 
Strangulated hernia, though a rare condition in childhood, 
is more common in infants in the first few months of life. 
The cardinal symptoms are violent and uncontrollable 
screaming, recurrent vomiting (often fecal), retention of 
urine, drawn facies, constipation and a tendency to rapid 
collapse. The small gut is the part usually involved. 
Acute hydrocele and inflamed ectopic testicle may be mis- 
taken for the condition, The prognosis, provided diag- 
nosis is made early, is fairly good. The tendency to col- 
lapse is rapidly relieved as soon as the strangulation is 
removed. Most of the fatalities are due to waiting. Taxis 
is seldom rewarded by reduction of the hernial tumor, and 
is dangerous. The simplest operation is the best, as the 
time factor is of great importance. Care must be taken 
that in treatment of the sac, the delicate vas is not injured. 


Ligature and Suture Material. W. S. Hatsteap, Balti- 
more. Journal American Medical Association, April 
12, 1913. 

Halstead describes the methods of use of silk sutures 
in the surgical clinic at Johns Hopkins University and 
oints out the advantages of silk over the use of catgut. 
Rosier has employed silk sutures to the exclusion of cat- 
gut for a number of years, it is true, but his example has 
not been generally followed. Halsted quotes Kocher as 
to the infectiousness of catgut and describes his own 
methods, which vary somewhat from those of Kocher. 
He has given fair trial to sterilized catgut from time to 
time, but has found the ordinary black silk suture used 
by him much safer. The silk he uses is finer than that 
used by Kocher (and black spool silk is selected in pref- 
erence to white, because it is more easily seen, both on 
the bobbins and in the healed wounds) and he relies on 
transfixion to prevent the ligature from slipping. With 
the finest silk and needles one can perform feats in hemo- 
stasis which, he says, would be very difficult if not im- 
possible with catgut. The surgeon who has not tested 
the method will be surprised to find how large a vessel 
can be entrusted to a transfixion ligature of the finest 
silk. As regards later trouble from buried silk, he thinks 









the wound would not be infected once in a hundred cases 
when the technic is perfect. If fine silk is used and the 
infection is slight, 1t is not probable that any of the buried 
threads will be extruded or the healing be delayed. At 
Johns Hopkins they find themselves more and more fre- 
quently employing the interrupted suture; a granny knot 
is adequate if fine silk is used, and in some cases even 
better than the reef knot. Fine silk often permits the 
closing of a wound that would require drainage if catgut 
were used. Of course, one should not use silk in the pres- 
ence of infection, but that is a matter of technic. .In ant- 
mals with their furry intezguments Halsted also uses 
what he calls the epithelial stitch with very fine silk 
which will rub off in the course of time by attrition. In 
many of their operations, and always when indicated, they 
paste to the skin over a wide field, a fine batiste dipped 
in celloidin. Rubber gloves are, of course, used by all 
concerned in the operation. Since 1894 they have cov- 
ered fresh wounds with silver foil and believe that it has 
an appreciable chemical effect, antiseptic and not irritat- 
ing. Three or four layers are usually placed on the 
closed incision and over this the thin paper between which 
the leaves are packed. Gutta-percha tissue is also found 
very useful. For thirty-three years gutta-percha tissue, 
usually referred to as rubber tissue or protective, has been 
one of the most prized and inexpensive articles of Hal- 
sted’s surgical armamentarium. A moist scab under such 
tissue is better than a dry one, a fact of which any layman 
or surgeon can convince himself, and it is gratifying to 
Halsted to see how generally gutta-percha tissue has come 
into use by American surgeons. 


Simplified Transfusion. S. Pope, San Francisco. Jour- 
nal American Medical Association, April 26, 1913. 

After mentioning the technical difficulties of transfusion 
with the usual methods, those of the Carrel suture and 
the Crile and Elsberg cannulas and even the Brewer tube, 
Saxton Pope (Journal A. M. M., April 26), Pope 
says that to obviate the difficulties, they have used 
for some time past in the research laboratory of the med- 
ical department of the University of California, a rubber 
tube with small glass tips and having its interior lined 
with a mixture with petrolatum and paraffin as a connect- 
ing medium. A piece of rubber catheter will do for the 
cannula and the glass tips are easily drawn from glass 
tubing over the Bunsen flame and may be of various cali- 
bers. They should be slightly flared at the point and 
smooth at each end. Both tube and tip should be boiled 
in equal parts of white petrolatum and paraffin. Great 
caution should be observed that this coating is evenly dis- 
tributed and that no bare spaces occur in the cannula. 
The usual technic of transfusion may then be followed, 
During the transference of blood the tube can be both 
seen and felt to pulsate vigorously. Reciprocal transfu- 
sion in dogs has been kept up for over half an hour with- 
out evidence of clotting and for fifteen minutes in the 
human being with the veins still spurting on disconnec- 
tion. Following this method, Pope says, transfusion is 
hardly more difficult than any intravenous injection. 
Should thrombosis supervene, as might happen with any 
method with imperfect technic, it would be highly inju- 
—— to dislodge the clot without disconnecting thr 
cannula. 


Radical Operation for Malignant Diseases of the 
on Seton Prince, Dublin. Lancet, January 14, 
The lymphatics of the testicle drain into a chain of 
glands that lie on either side of the aorta extending from 
the origin of the renal veins to the bifurcation. In order 
to afford the patient the best chance for cure it is there- 
fore obvious that these glands should be removed. Prin- 
gle reports a case in which the testis, the entire cord and 
the entire chain of glands were removed in one piece. An 
incision in the inguinal canal is made and the testis and 
cord freed; the incision is then carried upward without 
opening the peritoneum. The latter is reflected inward 
until the desired portion of the aorta is exposed. 

The glands and adjacent fascia are then dissected away 
and with the testis and cord, removed in one piece. Prin- 
gle states that it is remarkable how feasible the opera- 
tion is. 








